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ABSTRACT
The purpose of this feminist action research project was to produce a practical support
volunteer training and manual for the Georgia Reproductive Justice Access Network (GRJAN).
Founded in 2011, GRJAN is a grassroots, reproductive justice abortion fund that provides
abortion funding and until 2012, practical support (lodging, transportation, and childcare) to
low-income individuals seeking abortion services in Atlanta, GA. The resultant thesis is a
reflective essay upon the project, documenting and analyzing the successes and failures of the
project as well as discussing the limitations of pursuing feminist activist work within the
academy.
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1 INTRODUCTION
I was invited to join the Georgia Reproductive Justice Access Network (GRJAN) in
December 2011, when Elizabeth “Betty” Barnard, one of GRJAN’s founders, approached me at
an abortion rights’ advocacy event and asked me to become a board member for the
organization. I was excited to be part of such a grassroots organization that rooted itself within
the reproductive justice framework, consciously distancing itself from the problematic rhetoric
of “choice” that dominates most mainstream abortion rights’ organizations. After all, a person’s
socioeconomic status and geographical location greatly delimit the possibility “to choose.” For
example, low-income people living in rural areas have to surmount both the considerable cost
of an abortion - an average first-trimester abortion costs $451 - and the distance to get to an
abortion provider - 87% of people live in counties without abortion providers (Guttmacher
Institute, 2011). Shortly thereafter, I joined GRJAN’s board, collaborating with a team of five
other young cis-women to provide abortion funding and practical support programming
(housing, transportation, and childcare) to low-income people seeking abortion care at the
Feminist Women’s Health Center (FWHC) in Atlanta, Georgia (GA). I looked forward to being a
part of an organization where I would have the opportunity to work one-on-one with people
experiencing abortion. As someone who had an overwhelmingly negative abortion experience
characterized by stigma, shame, and silence, I looked forward to caring for others going
through difficulties before, during, and after their abortions.
Very quickly, however, it became apparent to me, and the rest of the board, that
GRJAN’s practical support programming needed to be evaluated and redeveloped. Practical
support volunteers, including myself, were not being properly trained on how to provide
comprehensive and holistic care for our clients, who may struggle emotionally and spiritually
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with their decisions to terminate their pregnancies. As a result, in the summer of 2012, the
board unanimously agreed to suspend GRJAN’s practical support programming.
One case, in particular, made us realize the limitations of GRJAN’s practical support
program. As one of a few practical support volunteers available for the duration of the case, I
stayed overnight with our client, who was having a later-term abortion. 1 A two-day procedure,
FWHC required that someone be present with hir throughout the night in case of a medical
emergency.
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As such, I spent nearly 14 hours with our client—eating dinner together, talking

about our lives, laughing about outrageous reality television shows, and discussing the cultural
atmosphere of stigma around abortion.
Luckily, our client was familiar with abortion procedures and remained relatively calm
throughout our interactions together. But for all of our client’s patience and flexibility, the case
did not proceed as smoothly as had been anticipated. Volunteers who agreed to help either
“bailed” at the last minute or, as was most often the case, were so overwhelmed with caring for
someone that they were of little help to me or the client. As the only practical support
volunteer who had extensive interactions with the client, I had several pressing concerns—the
most pressing of which was that our practical support volunteers were not being trained on how
to support people who may experience emotional and/or spiritual difficulties throughout their
abortions. While our client was generally relaxed during our time together, there were
indubitably moments of frustration and anxiety on the part of our client—feelings that our
practical support manual and training did not adequately address.

1

The details of the case, including any identifying client information, have been purposefully changed so
as to protect the confidentiality of GRJAN’s clientele.
2
When referencing clients at GRJAN, I will make use of gender-neutral pronouns (hir, zie). GRJAN
remains dedicated to pursuing a mission of gender inclusivity, and as such, we deploy gender-neutral
pronouns so as not to exclude or offend our clients, who may be transgendered, transsexual, and/or
genderqueer.
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For example, at one point in the evening, our client broached the topic of spiritual guilt,
asking me, “Do you think that God will take away one of my children because I’m aborting this
one? I know it’s a crazy fear, but I still worry about it.” Somewhat blindsided by hir question, I
simply shook my head and responded, “No, I don’t think God would do something like that. He
doesn’t work like that.” I knew that zie was confident in hir decision to abort since the clinic
would not allow hir to have an abortion if zie expressed otherwise, but as I fell asleep on the
hotel floor later that evening, I wondered, “What if our client was not so relaxed? What if zie
had been scared or in severe religious and moral doubt? Would I have been able to address hir
needs as well? If I were in hir position, what type of volunteer would I want to have?”
It was then that we realized that providing “practical support” must include providing
emotional and spiritual care—something the original founders of GRJAN had not quite
anticipated. Like many medical decisions, abortion is fraught with personal, emotional, spiritual,
moral, and religious ambiguities for the individual, hir family, and hir community. As Judith
Arcana (2007) so beautifully writes in Abortion is a Motherhood Issue:
Choosing to abort a child is a profoundly made life choice for that child, a choice
made by a woman or a girl…And whatever our religious teachings and spiritual
commitments, we have never not known that choosing to abort our babies is a
dreadful responsibility. We have accepted that responsibility—many of us have
even accepted eternal damnation—because we believe that the choice we are
making is the best one for ourselves and our babies. (p. 226)
In other words, our clients need volunteers who are well-versed and well-trained in the
complexities of the abortion experience so as to serve the needs of our clients.
I agreed to spearhead the redevelopment of GRJAN’s practical support program, and I
suspected that a doula model would be the most useful in developing such a program.
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Although generally associated with birth, doulas are usually women, who aid other women
through the birthing process, paying attention to pregnant women’s holistic experiences of
birth—physical, mental, emotional, and spiritual (DONA International, 2005, para. 1). In recent
years, the New York-based Doula Project has trained volunteers to be abortion doulas. In this
way, the immediate goal of this project was to create a practical support volunteer training and
manual that used a doula approach, thereby helping GRJAN to offer holistic and comprehensive
abortion care to our clients.
I formulated the practical support redevelopment project as “feminist participatory
action research,” working in conjunction with GRJAN to enact social change by crafting a
practical support volunteer training that attended to the comprehensive needs of GRJAN’s
clients. More specifically, I designed this project so as to provide other abortion activists with
tools and, at the very least, precedents for taking a more holistic approach to people’s abortion
experiences, contributing to a larger vision of reproductive justice. 3 Unlike most other abortion
funds, GRJAN is deeply committed to the tenets of reproductive justice, and we firmly believe
that in order for our organization to fulfill its dedication to reproductive justice, we must offer
practical support programming to our clients. After all, individuals in the Southeast may have
the legal right to access abortion services, but as our experiences and mere existence indicate,
such a right means little when it cannot be realized because of economic and social inequality.
Many funds argue that there are no resources or examples of reproductive-justice inspired
practical support programming from which to draw upon, making it nearly impossible for them
to implement such programming. By creating this practical support volunteer training and
guide, I can help other funds to create similar programs, thereby creating a world in which “the
3

Led by women of color and low-income women who were dissatisfied with and excluded from the
rhetoric of “choice” that dominated reproductive rights organizing, reproductive justice uses a “human
rights and social justice framework to redefine choice,” recognizing that reproductive rights are part of a
larger project of economic, political, and social justice (Price, 2010, p. 42). Please see the Literature
Review for a more expansive and intensive exploration of reproductive justice.
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complete physical, mental, spiritual, political, economic, and social well-being of women and
girls” and other marginalized communities is realized” (Asian Communities for Reproductive
Justice, 2005 as cited in Price, 2010, p. 43).
When I first agreed to lead this project, I anticipated a number of possible setbacks, like
failing to secure the Institutional Review Board’s (IRB) approval within a timely manner, but I
did not foresee the level of “burnout” I have experienced while trying to navigate personal and
professional demands with work on the project. In fact, activist burnout has been the most
salient feature of my work, forcing me to consider the ways in which burnout is a systemic
process of the non-profit industrial complex (NPIC) and to find ways in which to challenge
burnout through a radical reformulation of self-care practice. In this way, I found my project
moving into a new direction as I started to situate it within larger discussions of feminist ethics,
specifically feminist ethics of care, and their applicability to movements for social justice. As I
detail later on in this paper, feminist moral philosophers and political theorists have
documented, in recent years, the ability of care (i.e., caring for others) as a crucial tool for
advancing a world without oppression. These feminist thinkers argue that we need to reclaim
care as an ethic and politic, challenging the patriarchal and neoliberal practices of denigrating
and devaluing care as “women’s work.” By crafting a practical support volunteer program
premised on the importance of care for healing people experiencing stigmatization, I see my
project as opening up a much needed discussion in the reproductive justice movement—
exploring the potential a feminist ethic of care can offer in manifesting the complete,
comprehensive, and holistic well-being of women and girls, including the activists who fight for
such a vision.
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2 LITERATURE REVIEW

2.1 The Complexity of Abortion: Emotional Responses to Abortion
Although several studies have been conducted on the experiences people have had of
abortion, most have focused upon the presumed negative psychological effects of abortion. A
large part of this research has resulted from “pro-life” claims that abortion is traumatizing to
women, resulting in the development of Post-Abortion Syndrome (PAS), what “pro-life”
advocates believe to be a form of Post-Traumatic Stress Disorder (PTSD). In response to such
claims, the American Psychological Association (2008) conducted a task force on the very
topic—The Task Force on Mental Health and Abortion (TFMHA). All in all, the TFMHA (2008)
found “no evidence sufficient to support the claim than an observed association between
abortion history and mental health was caused by abortion per se, as opposed to other factors
[emphasis added]” (p. 4), demonstrating that abortion in and of itself is not inherently or
necessarily a negative experience; however, a confluence of several different factors—some
personal, some environmental, and others social—intersect to produce an infinite series of
possible reactions to abortion—some positive and others negative.4
Indeed, in “The Intersection of Relation and Cultural Narratives: Women’s Abortion
Experiences,” McIntyre, Anderson, and McDonald (2001) found that overwhelmingly women
“did not regret their decision to have abortion, but they did regret the lack of support and

silencing they experienced [emphasis added]” (p. 53). Such sentiments were also present in a
later study by Katrina Kimport, Kira Foster, and Tracy A. Weitz (2011) who found that the most
significant cause of emotional difficulty after an abortion was the lack of support from partners,
families, friends, and other loved ones (pp. 205-106). Living in a culture that remains

4

These factors include “perceptions of stigma, need for secrecy, and low anticipated social support for
the abortion decision; a prior history of mental health problems; personality factors such as low selfesteem and use of avoidance and denial coping strategies; and characteristics of the particular
pregnancy, including the extent to which the woman wanted and felt committed to it” (p. 4).
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predominately hostile toward abortion, and “influenced by the societal discourse” in which
abortion is taboo, women often “constructed their abortion as a secret…[and] [f]or some of the
women, secrecy led to a silencing of their experience within some or all of their relationship,”
which in turn “limit[ed] a woman’s means of seeking support” (McIntyre, Anderson, &
McDonald, 2001, p. 55).
The question, then, to ask concerning abortion and mental health is not, “What are the
mental health risks of abortion?” Rather, we should ask, “How can space be created, in the
lives of women and in society, to accommodate grieving for the loss of a pregnancy?” even if
the loss is the result of an induced termination (p. 60). After all, “abortion is an experience
often hallmarked by ambivalence, and a mix of positive and negative emotions is to be
expected” (Kimport, Foster, & Weitz, 2011, p. 885). Individuals may feel sad, relieved, guilty,
and a sense of loss, but the important thing is “that all women’s experiences be recognized as
valid and that women feel free to express their thoughts and feelings regardless of whether
those thoughts and feelings are positive or negative” (p. 885). For activists working with
individuals who are deciding or have decided to have an abortion, like volunteers at GRJAN, it is
imperative that such a space can be created, one that allows for the ambivalence surrounding
abortion to be expressed and validated.

2.2 The Doula Model: Attending to the Holistic Experience of Abortion
As noted in my introduction, I deployed a doula model of care in crafting the practical
support volunteer training and manual as a way to help support clients during their abortions.
A doula is generally a female who provides non-clinical emotional and, if necessary, spiritual
support for pregnant, birthing, and postpartum women.5 Although there are several

5

Although doulas have long been a staple of childbirth experiences in history, the increased
medicalization of childbirth in the nineteenth century led to a significant decline in doula support and
midwifery in Western countries (Gilliland, 2002, p. 762-763). For the next hundred years, doulas were
largely absent from the childbirth experience, deemed unnecessary in the light of medical “advances,”
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professional and certifying doula organizations in North America—all of which maintain different
definitions and expectations of a doula and hir work—Gilliland (2002) has isolated, what she
terms, five “consistent aspects” of a doula in “Beyond Holding Hands: The Modern Role of the
Professional Doula” (p. 763). A doula (1) provides labor support, which includes techniques,
strategies, and skills; (2) offers encouragement and guidance to birthing mothers and their
families, (3) builds a “team relationship” with medical staff, (4) encourages communication
amongst all parties involved in the labor process, and (5) helps birthing mothers “to cover gaps
in their care” (p. 763). Similarly, albeit more specifically, Meyer, Arnold, and Pascali-Bonaro
(2001) determine that a doula’s skills and responsibilities include “maintaining an uninterrupted
presence during labor” (p. 59), “respecting birth as a key life experience” (p. 60), “providing
emotional support” (p. 60), “providing instruction in comfort techniques” (pp. 60-61),
“facilitating positive communication” (p. 61), and “promoting breast-feeding in the early
postpartum period” (pp. 61-62). Above all else, however, a doula’s central role is to provide
social support that attends to the holistic well-being of a pregnant, birthing, and/or postpartum
individual, and all of the aforementioned activities of a doula are done to serve this primary
role.
While many medical authorities have expressed doubt and, sometimes, outright hostility
toward the doula’s work, scholarly studies have overwhelmingly noted the medical, emotional,
and social benefits of doulas. In fact, doulas have been linked to a decrease in the need for
pain medications, cesarean deliveries, and operative vaginal deliveries (Mottl-Santiago et al.,
2007; Kennell, 2003; Meyer et al., 2001); a decrease in the rates of postpartum depression and
labor length (Mottl-Santiago et al., 2007; Kennell, 2003); and an increase in maternal
satisfaction and breastfeeding rates, which contribute to improved infant health (Mottl-Santiago
but with the rise of the cesarean prevention and natural birth movements in the 1970s and 1980s, the
benefits of doulas were “rediscovered,” prompting a flourishing for doulas (Gilliland, 2002, p. 763).
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et al., 2007). Other preliminary studies suggest that the presence of doulas decreases the rates
of child abuse and neglect as well as domestic violence; nevertheless, such a correlation needs
more research to corroborate these benefits (Kennel, 2003, p. 1489).
And although there are no studies of which I am aware that document the benefits of
doula care for individuals terminating pregnancies,6 I suspect that providing social and
emotional support to people experiencing abortion can help in navigating the ambivalent
reactions to abortion and aid in decreasing the negative impacts of social isolation and stigma
that many post-abortive persons face (see above). For example, after interviewing women
concerning their experiences of second-trimester abortions, Mukkavaara, Ohrling, and Lindberg
(2011) suggest that a “nursing/midwifery reception for abortions is needed,” satisfying the
participants’ desires for information concerning the abortion process as well as support during
and after the abortion (p. 724). Kimport, Foster, and Weitz (2011) develop a similar conclusion
when examining the social sources of women’s emotional difficulty after abortion. As they
explain, “[L]oved ones, as well as abortion rights opponents and supporters, funders and
policymakers, must find and develop new ways to meet women’s short- and long-term
emotional needs,” which includes the provision of “relationship counseling services at the
community level” and the ability “to talk to women who have had abortions in ways that affirm
rather than criticize” their decisions to abort their pregnancies (p. 108). Indeed, Kimport,
Perrucci, and Weitz (2011) found that abortion support talk lines, both secular and religious,
“meet a real need for some women who have had an abortion,” offering the support necessary
for processing the emotional difficulties associated with an abortion (p. 96).

6

It should be noted that there are abortion doula organizations currently in existence. The most
prominent one is the New-York based Doula Project, which is slowly garnering acclaim for its work.
However, there are no academic and/or scholarly studies that examine the effectiveness of such a
program.
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Given the positive reception of doula work during and after labor as well as the
documented need for similar programming in abortion work, then, I believe that a doula model
is well suited to the practical support needs of GRJAN’s clientele. The doula model has been
tweaked according to the specific needs of individuals terminating pregnancies and, more
importantly, to the needs of practical support volunteers, who function as the “doulas” in
GRJAN’s practical support programming. For example, most abortion doula work is less
involved than birth doula work because births tend to be much longer events than abortions
(Zoila Pérez, 2012, p. 13). In fact, most first-trimester abortions last less than 15 minutes, and
as a result, most abortion doula work “usually boils down to smiling, hand holding, and
validating the person’s experience by listening” (p. 13). For second-trimester abortions,
however, abortion doulas need to know about pain management techniques since dilating the
cervix—the first step in a second-trimester abortion—can be very painful, and in addition,
abortion doulas must be knowledgeable about specific clinics’ practices and procedures (p. 14).
Nevertheless, these changes are fairly minor, and the foundation of birth doula work, holistically
caring for others, easily transfers to abortion doula work.

2.3 A Feminist Ethic of Care: Caring for Others as Social Change
In a somewhat obvious manner, the main focus of this project was care, specifically
caring for others, and as I pursued this project, I started to explore the possibilities a feminist
ethic of care offers for movements of social justice, namely reproductive justice. A feminist
ethic of care developed from feminist thinkers’ concern with “the nearly exclusive focus on
justice, abstract rationality, rights, and individualized autonomy in the dominant moral outlooks
of recent decades,” which have a “masculine...focus” (Held, 1995, p. 1). Perhaps the most
(in)famous and cited progenitor of such feminist work is Carol Gilligan's (1982) In a Different

Voice: Psychological Theory and Women’s Moral Development, where Gilligan challenges the
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masculine bias and exclusionary practices of Lawrence Kohlberg’s moral stages of development
and sets forth her theory of “a different voice”—the idea that women think and act differently
from men when confronted with moral dilemmas. Since the publication of Gilligan’s text, the
debate and controversy over an ethic of care has stemmed largely from her dichotomization of
gendered morality: men are more interested in justice while women are more concerned with
care when making moral decisions (Clement, 1996, p. 1). It is this dualistic thinking that has
marked much of the scholarship on an ethic of care, particularly as it relates to moral
philosophy (p. 1).
In recent years, however, feminist thinkers have begun to change the debate, exploring
what a feminist ethic of care looks like and how it can be deployed for the purposes of a radical
vision of care in movements for social justice. By reframing the debate, feminist thinkers have
argued that a feminist ethic of care is both a moral philosophy and a political theory that
centers care as the basis for both a morally “good” and a politically “just” world. Ethically, a
feminist ethic of care seeks to transform care from a “characteristic” of individuals—as care is
currently conceived—to a “practice” of groups, who care for each other in order to maintain and
repair “our ‘world’ so that we can live in it as well as possible. That world includes our bodies,
ourselves, and our environment, all of which we seek to interweave in a complex, life-sustaining
web” (Tronto & Fisher as cited in Tronto, 1993, p. 103). Ontologically, then, a feminist ethic of
care rests upon the assumption that human beings are not free-standing individuals,
disconnected and easily separable from other human beings; rather, in a feminist ethic of care,
it is understood that human beings are always “in relationships [emphasis in original]” as all
individuals “constantly work in, through, or away from relationships with others” (Tronto, 2011,
p. 164). In this sense, a feminist ethic of care assumes the social world to be radically
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interdependent and interconnected, and all people are both receivers and givers of care in this
matrix of interconnectivity.
Proponents of a feminist ethic of care argue that when a feminist ethic of care is
deployed conscientiously by groups—and not by individual random acts of kindness—care can
become a powerful political tool for social justice because its deployment creates a world based
upon mutual interdependence and moral engagement, where the needs and interests of all
people—not only privileged people—are taken into consideration and addressed by the sociopolitical body (Tronto, 1993, p. 127-165). Politically, then, an ethic of care allows us to
challenge the oppressive foundations of contemporary Western civilization: “the
instrumentalism of political realism, the normative ideas of liberalism, and the epistemology of
rationalism that continue to shape our analytical lenses at the level of global politics” (Robinson,
2011, p. 3). This is because a feminist ethic of care is rooted within the reality that human
beings are, in fact, radically interconnected with one another, who are part of a complex matrix
of care where we are always and simultaneously receiving and giving care—a reality that flies in
the face of current lines of neoliberal thinking, where people are autonomous and free
individuals, who need not others but only their own boot straps to succeed and profit.
Thus, as the practical support program developed, I began to locate my project within a
larger project launched by feminist thinkers to reclaim the possibility of care in creating an antioppressive future. Indeed, to enact a world of reproductive justice is essentially to implement a
world of care. By deploying a doula-model to caring for people experiencing abortion, then the
GRJAN practical support program is taking one step toward “the complete physical, mental,
spiritual, political, economic, and social well-being of women and girls,” the ultimate goal of
reproductive justice (Asian Communities for Reproductive Justice, 2005, p. 1).
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2.4 Reproductive Justice: A Framework for Social Change and Healing
As a reproductive justice organizer and scholar-activist, I have located this research
project within the larger movement to eradicate reproductive oppression in tandem with other
forms of oppression. In particular, I hope to use my research project as a tool for social change
and healing, offering other abortion and reproductive justice funds and activists a mechanism
through which to engage holistically people’s abortion experiences. Historically, reproductive
justice arose from women of color and poor women’s exclusion from the predominantly White
middle-class character of “pro-choice” rhetoric and movement organizing (Price, 2010, p.
46). Indeed, the “choice” rhetoric “is based on a set of assumptions that applies only to a small
group of women who are privileged enough to have multiple choices” (p. 46) and is deeply
rooted in white supremacist and capitalist understandings of “individual freedom” (Smith, 2005,
p. 120). As Jael Silliman (2002) articulates,
This conception of choice is rooted in the neoliberal tradition that locates
individual rights at its core, and treats the individual’s control over her body as
central to liberty and freedom. This emphasis on individual choice, however,
obscures the social context in which individuals make choices, and discounts the
ways in which the state regulates populations, disciplines individual bodies, and
exercises control over sexuality, gender, and reproduction. (as cited in Silliman et
al., 2004, p. 5)
Thus, by emphasizing the legal right to have an abortion, pro-choice groups isolated abortion
from “other social justice issues that concern communities of color: issues of economic justice,
the environment, immigrants’ rights, disability rights, discrimination based on race and sexual
orientation, and a host of other community-centered concerns” (SisterSong, 2011, para. 8). In
doing so, second-wave feminist organizations, like the National Organization of Women (NOW)
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and the National Abortion and Reproductive Rights Action League (NARAL), refused to
acknowledge women of color, poor women, and disabled women’s experiences with
reproductive oppression, and in response, these women “developed the reproductive justice
framework to speak to the lived experiences of women of color who did not believe that the
privacy-based pro-choice movement captured our challenges and opportunities in achieving
self-determination for ourselves and our communities” (para. 7).
This is not to suggest, though, that women of color and poor women were not active in
challenging reproductive oppressions during this time. In fact, women of color and poor
women have always confronted the reproductive oppressions they faced, but “[a]ccounts of the
reproductive rights struggle in the US have typically focused on efforts to attain and defend the
legal rights to abortion, efforts led predominately by white women” (Silliman et al., 2004, p. 1).
Since many of the issues women of color and poor women fought against were not exclusively
tied to abortion, most of the “reproductive health organizing done by women of color in the
United States has been undocumented, unanalyzed, and unacknowledged” (p. 1). Some of the
specific reproductive oppressions women of color and poor women resisted and organized
against include sterilization abuse, population control, forced use of unsafe contraception,
welfare reform, amongst others (p. 2). And it was through these struggles—struggles that
were not addressed in the mainstream “pro-choice” movement—that led women of color to
develop the reproductive justice framework, thereby bringing to the forefront “the importance
of the contributions women of color made to the political movement to achieve reproductive
autonomy—broadly defined—for all women regardless of race or economic class” (Nelson,
2003, p. 2).
Today, reproductive justice is defined as “the complete physical, mental, spiritual,
political, economic, and social well-being of women and girls” (Asian Communities for
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Reproductive Justice, 2005, p. 1) and “will only be achieved when women and girls have the

economic, social and political power and resources to make healthy decisions about our bodies,
sexuality, and reproduction for ourselves, our families and our communities in all areas of our
lives [emphasis in original]” (p. 1). In this way, reproductive justice is not only considered “a
movement-building strategy” that addresses the multifaceted and intersectional nature of
reproductive oppression, but it is also “an emerging framework, an analytical tool, [and]…a
desired outcome” that fights for reproductive freedom (Law Students for Reproductive Justice,
2009, p. 1). For reproductive justice advocates, then, challenging “the control and exploitation
of women, girls, and individuals through our bodies, sexuality, labor and reproduction” is crucial
to developing a “comprehensive solution” to the realization of human rights for all—especially
the rights not to have a child, to have a child, and to parent the children we already have
(Ross, 2006, p. 14) in safe and healthy environments.
More specifically, according to the Asian Communities for Reproductive Justice’s (2009)

Three Applications of the Reproductive Justice Lens, there are six core characteristics of
reproductive justice:
1. Reproductive justice calls for an intersectional analysis of reproductive oppression,
which “describes both the experience of oppression and the strengths that
individuals and communities bring to bear…by explicitly addressing the intersections
of gender, race, and class, and other identities and experiences that affect
individuals and communities” (p. 7).
2. Reproductive justice emphasizes gender, bodies, and sexuality as analytic and
experiential lens for understanding reproductive oppression.

16
3. Reproductive justice recognizes that social change must occur at individual,
community, institutional, and societal levels for reproductive freedom as well as
“personal transformation and empowerment” to occur (p. 7).
4. Reproductive justice firmly believes that the communities most affected by
reproductive oppression lead the movement.
5. Reproductive justice argues that individual empowerment can only occur through
communal empowerment because individualistic approaches to alleviating
oppression “polarize communities and hinder the potential of building power for
marginalized constituencies” (p. 7).
6. Reproductive justice recognizes that fighting reproductive oppression requires
attending to larger social systems that perpetuate oppression, like sexism, racism,
homophobia, classism, and others.
It is important to note that I am not situating reproductive justice in opposition to
reproductive rights or suggesting that reproductive justice represents a “progression” from
reproductive rights frameworks. Indeed, many reproductive justice advocates, myself included,
do not see reproductive rights as antagonistic to reproductive justice. Rather, I see
reproductive justice as another lens in which to examine, understand, and ultimately fight
against varying reproductive oppressions. As the Asian Communities for Reproductive Justice
(2005) explains,
Because reproductive oppression affects women’s lives in multiple ways, a multidimensional approach is needed to fight...exploitation and advance the wellbeing of women and girls. There are three main frameworks for fighting
reproductive oppression: (1) Reproductive Health, (2) Reproductive Rights, and

17
(3) Reproductive Justice. Although the frameworks are distinct, together they

provide a complementary and comprehensive solution [emphasis added]. (p. 1)
Because the problems of reproductive oppressions are so vast and differentiated, we need
several different frameworks for conceptualizing them. One framework is not necessarily better
or more “progressive” than the other; instead, one framework may simply be better attuned to
the specific reproductive oppressions being addressed.
In this way, then, I view the creation of a doula-inspired practical support program as a
way in which to advance reproductive justice writ large. By promoting the physical, mental,
emotional, and spiritual well-being of individual clients through the process of abortion, GRJAN
will promote the holistic well-being of their families, their communities, and ultimately their
societies. In doing so, I believed that GRJAN could contribute to an overall vision of
reproductive justice through its practical support program.
3 METHOD

3.1 Feminist (Participatory) Action Research
When first developing this project, I had decided to frame the project as feminist
participatory action research (FPAR), a type of action research inflected with the feminist
political commitments of equality, emancipation, and social justice. Drawing upon “feminist
theories of oppression, domination, power, and social justice” (Ponic, Reid, & Frisby, 2010, p.
325), FPAR is ultimately concerned with recentering and relocating the objects of “study” so
that the voices of those most marginalized by traditional research methodologies—women,
people of color, poor people, amongst others—are heard and highlighted. In order to
accomplish such goals, FPAR emphasizes the importance of deploying three principles in
research: participation and inclusion, action and social change, and researcher reflexivity (Reid,
2004, para. 22). Given the explicitly feminist slant of GRJAN at the time of developing this
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project, I felt that FPAR best reflected the values of creating a practical support program for the
organization, and I attempted to outline a research project that would satisfy the
aforementioned principles of FPAR.
Unfortunately, however, my idealistic goals for enacting a FPAR project quickly devolved
as “reality” set in. Although I remained an active member of and volunteer with GRJAN
throughout the research process—thereby satisfying FPAR’s dedication to dismantling the binary
between researcher/researched—I was only able to recruit two participants for help with the
project. I had hoped to recruit between five and seven volunteers to be involved with the
project, but given the personal and professional demands of GRJAN’s volunteers, I was not able
to accomplish such a goal. In addition, the participants’ involvement with the project was far
less active than I had originally anticipated. I had imagined this project as a sort of group
project, where I would function as a make-shift “leader,” and the resultant practical support
volunteer training and manual would be collaboratively produced, drawing together the work of
all participants into a functional practical support program. In both of the interviews, though, it
became apparent that neither participant envisioned her involvement with the project as
substantial; rather, both participants had assumed that I would craft the practical support
program on my own with only minimal input from participants. As a result, I quickly shifted the
methodological framework of my project, effectively dropping the “participatory” nature of the
project.
Nevertheless, this project did, to greater and lesser extents, fulfill the other two facets
of FPAR: action and social change as well as research reflexivity. While the practical support
volunteer training and manual has not been implemented quite yet, I do believe the process
deployed in developing the program has fulfilled the goals of implementing action and social
change. Similarly, I engaged practices of researcher reflexivity. Throughout the project, I
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followed my proposal’s original plan to create and maintain an online blog via Google Blogger so
as to keep other project members up-to-date with my research progress and analysis.
Unfortunately, I was unable to post every week for the duration of the project—the result of
competing demands from my personal, academic, and professional lives. Nonetheless, I was
able to post 10 times to the blog, which sparked some moderate discussion amongst
participants, although not much.
As a result of my methodological choices, this research project made no attempt to be
“objective” or to maintain distance and neutrality—common benchmarks for “successful”
academic research. After all, this project was “done by people [like myself] who are trying to
live in the direction of the values and commitments that inspire their lives” (McNiff &
Whitehead, 2006, p. 23), values that were consciously incorporated into the research project—
reproductive justice, feminism, and emancipation. In other words, my research project is valueladen, and benchmarks of “objectivity” used to evaluate traditional forms of academic research
were inappropriate for this research project.
This is not to suggest that I was unconcerned with issues of validity with this research
project; rather, this research project has pointed to the necessity of deploying alternative
markers of validity. As Herr and Anderson (2005) so aptly explain, “We…suggest that action
research should not be judged by the same validity criteria with which we judge positivistic and
naturalistic research. This is not to say that there is no overlap or that it is less rigorous, but
that a new definition of rigor is required that does not mislead or marginalize action
researchers” (p. 53). The most salient type of validity used for this research project was
outcome validity or the extent to which the action proposed resolves the original research
problem (p. 54). GRJAN has struggled with finding the time and energy to explore fully the
development of a practical support program so as to address the inequities low-income people
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face in accessing abortion care and services. By crafting a practical support volunteer program
for GRJAN, then, this research project resolves one of the central problems facing GRJAN.
Indeed, the entire purpose of the following research project is to take a specific action—the
collective generation of a practical support program for GRJAN—so as to challenge the
inequities facing low-income people in accessing abortion care and to enact a vision of
reproductive justice.
4 PROCESS AND OUTCOME
As of today—March 23, 2013—the practical support volunteer training and manual is
only partially completed, and as the project has progressed, I have shifted my goal from
producing a fully developed practical support volunteer training and manual to creating a
working draft for GRJAN so that the organization can later expand and edit the program as we
see fit. Such a shift in focus resulted from the realization that I simply did not have enough
time or, quite frankly, willpower to conduct this project on my own. As I noted in the previous
section, I had originally envisioned this project as a collaborative one, working with a group of
others to put together a viable practical support volunteer training and manual for GRJAN. But
as the project developed, it became apparent that others involved with GRJAN simply did not
have the time to commit to crafting the program with me, and as such, I was left to forge the
practical support program alone. Of course, there is no guarantee that GRJAN will have the
time to pursue the practical support program in the future, but at the very least, now GRJAN
will have the tools necessary for implementing such a program in the future if the organization
decides to do so.
I began the project by soliciting participants via GRJAN’s volunteer email list. After my
first solicitation, I received a total of three responses, two of whom returned the necessary
informed consent forms. I sent another solicitation shortly thereafter, but with no response. I
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then proceeded to interview the two participants on Sunday afternoon. Both participants are
board members and volunteers for GRJAN, and they each have had experience offering
practical support to clients before GRJAN temporarily closed the program. Each interview lasted
around one and a half hours with the goal of learning more about volunteers’ experiences with
GRJAN and, most importantly, how GRJAN could improve their practical support volunteer
training program.
Although the two participants have been volunteering with GRJAN for different amounts
of time, both expressed discomfort and stress when interacting face-to-face with clients. Each
expressed a fear of not being able to provide “more” for clients, whether in the form of
additional abortion funding or answering questions concerning the abortion procedure. Even
though the participants found the one-on-one and in-person interactions with clients
overwhelmingly positive, they did not some negativity associated with being unprepared to deal
with “unexpected” situations. For example, one participant related a story where a client
required feminine hygiene products after hir procedure, but could not afford them. The
participant was left in a quandary—should zie pay for the feminine hygiene products? Is this an
ethical action on part of a practical support volunteer? Eventually, zie resolved to purchase the
feminine hygiene products on behalf of the client. In addition, both participants explained that
they did not know “what to say” to clients, often feeling at “a loss for words.” Since neither
participant has had an abortion, each felt that they could not adequately empathize with and
comfort clients with any emotional and/or spiritual distress.
Both participants had specific suggestions on how to improve their experiences and
future volunteers’ experiences with the practical support program. These suggestions included


Providing cultural-sensitivity training so that volunteers are better equipped to
handle cross-cultural interactions, especially across class;

22


Offering “continuing education programs,” where volunteers can be kept up-todate on new developments and/or learn new skills required of the position;



Clarifying consent form acquisition procedures so that (a) consent forms are
clearly explained to clients, (b) consent forms are returned to GRJAN within a
timely fashion, and (c) clients completely understand the limitations of GRJAN’s
programming;



Explaining the abortion procedure itself and the way in which our partner clinic
handles abortion;



Training on how to care emotionally and spiritually for clients, especially for
those volunteers who have not had an abortion, with an emphasis on
compassionate and/or empathetic listening;



Learning about people’s stories of abortion so as to have a well-rounded picture
of the diversity of abortion experiences;



Arranging sexual assault and rape crisis training for volunteers since GRJAN has
had several clients who have terminated pregnancies that resulted from sexual
assault.

As can be imagined, after these interviews, I felt overwhelmed by the task before me—
how could I create a program that addressed all of these things? Luckily, however, as I
conducted further research into other similar programs, I stumbled upon a wealth of programs,
workbooks, and manuals that greatly reduced the workload placed upon me. One of our board
members met with our only grantor—the Abortion Conversations Project (ACP)—and at the
meeting, the ACP presented our board member with bags full of various sources on providing
care for abortion patients. Thus, crafting the practical support program was no longer a matter
of building a program from “scratch,” but bringing together and merging various sources into
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one cogent and coherent practical support program that met the needs of GRJAN. I found the
ACP’s “Promoting Post-Abortion Spiritual Health” and “Healthy Coping After an Abortion;”
Exahle’s Pro-Voice Counseling Guide; and the Pregnancy Options’ Pregnant? Need Help?

Pregnancy Options Workbook, Abortion: Which Method is Right for Me?, and A Guide to
Emotional And Spiritual Resolution After an Abortion especially helpful and insightful as I built
the practical support volunteer training and guide.
For the purposes of simplicity, the current practical support volunteer manual is divided
into three distinct, albeit overlapping, sections: physical care, emotional care, and spiritual care.
However, it is important to note that I do not see these different facets of health as so easily
compartmentalized. In the Western tradition of biomedicine, there has been a long history of
separating aspects of health along the mind-body-spirit split, largely the legacy of Cartesian
dualism. Yet as many health advocates have argued, such delineations between physical,
mental, and spiritual health are arbitrary and damaging to the holistic well being of people. For
example, dividing health into various types has been one way in which the medical institution
has been able to emphasize and, thereby, elevate “physical health” to the exclusion and
subordination of “mental” and “spiritual health,” leaving people with mental and spiritual
problems marginalized and stigmatized. Nonetheless, for the purposes of organization, I felt
that separating the components of care according to their respective “health” delineations (i.e.,
physical, emotional, and spiritual) made the practical support volunteer training manual easier
to create and to digest.

4.1 Physical Care
When first presenting this research project, I did not think of including a section on
physical care, but after looking further into the roles of a doula, I realized that not offering
volunteers a brief training on physically caring for GRJAN’s clients would be a grave disservice,
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quite literally. In fact, both interview participants emphasized their lack of knowledge
concerning medical complications of abortion and noted they would feel much better in
interacting with clients if they knew the best courses of action for treating complications.
Although abortion is an incredibly safe medical procedure, there is always the risk of physical
complications. For practical support volunteers, then, it is incredibly important to know the
“warning” signs of hemorrhaging and infection so that clients can be transported to adequate
medical care in a timely manner. Just as a doula must be familiar with the physical and medical
aspects of birth, so too must a GRJAN practical support volunteer be apprised of the physical
and medical processes and potential complications of abortion.
As I started to conglomerate information on the potential complications of abortion
procedures, I too found that I knew very little about abortion procedures themselves, even
though I have been working in the field of abortion rights for several years. As a result, I
realized that perhaps few of us actually know the medical knowledge surrounding various
abortion procedures. In order to understand the complications that can arise with abortion, I
would have to include a brief exposition of the different types of abortion. This was, however,
easier said than done. It was surprisingly difficult for me to find accurate, value-free
descriptions of abortion processes. A quick Google search on “abortion procedure how-to”
yielded a veritable onslaught of “pro-life” step-by-step guides on the “horrors” of abortion
procedures, using highly charged language and images to paint abortion procedures as
grotesque monstrosities. In the end, I used the least politically slanted source I could find—
Molly Edmonds’ (2011) “Abortion” entry on How Stuff Works, a website hosted by the Discovery
Channel to educate people about a variety of topics.
Perhaps the most surprising aspect of researching abortion procedures was this lack of
information concerning the medical technicalities of abortion on abortion providers’ websites.
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Although my search was certainly not exhaustive, I failed to find one abortion provider’s
website that offered viewers a detailed, but understandable, explanation of how abortions are
completed. This seems especially troubling to me given the long history of purposeful
obscuration of information perpetuated by medical authorities to prevent marginalized
communities from accessing medical knowledge and making informed decisions concerning
their health. Of course, it is beyond the scope of this paper to interrogate the discursive
practices of abortion providers, and knowing the sociopolitical sensitivity of abortion, I am sure
that a part of abortion providers’ reluctance to present detailed information on abortion
procedures is to ensure the confidentiality of clients’ medical histories. But since anti-abortion
activists have consciously presented graphic views of abortion procedures—visualizations that
are far more gruesome than actual abortions—I wonder how much abortion providers’ silence
about abortion procedures is contributing to misinformation about abortion.

4.2 Emotional Care
As I noted before, I was fortunate in that shortly after beginning the research project, I
stumbled across a plethora of sources that explored how to offer care—emotional and
spiritual—for persons experiencing abortion, especially for those individuals wrestling with
difficulties with their termination decisions. Originally, I thought I would have to comb through
various published accounts of personal abortion narratives, determining what caring needs
people experiencing abortion desired and devising caring strategies for GRJAN’s volunteers.
Luckily, this was no longer required as the sources I received had already done this work for
me; thus, I drew upon these sources when developing the “emotional care” section of the
practical support volunteer manual. I am particularly indebted to Exhale, a self-defined “provoice” community of volunteers who offer after-abortion counseling and support. Exhale
provided me a copy of their Pro-Voice Counseling Guide, which offers non-Exhale members with
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a concise and easy-to-understand guide to offering post-abortion support programming to
others. I found Exhale’s concept of “pro-voice counseling” to be especially applicable to the
work of a practical support program. Exhale envisions such counseling as a “nonviolent
practice” that can reduce and reconcile conflict in the world (n.p.). As Exhale explains,
We believe we can transform the social conflict surrounding abortion through
pro-voice communication. The pro-voice approach accepts each person on their
[sic] own terms, and invites every voice to be heard. When we let go of slogans
and listen to each other, we create an open space for others to tell us something
new. We believe that staying open to new information can lead to greater
understanding and insight. (n.p.)
At GRJAN, we also believe that by truly listening to and entering into compassionate dialogue
with others, we can transform the world. As Layli Maparyan (2012) so beautifully explains in

The Womanist Idea, “When the process of dialogue becomes intentional and conscious,
energetically directed toward a well-defined and principled end, dialogue becomes a powerful
tool for social change” (p. 60). For individuals from marginalized communities—like women,
people of color, low-income people, and LGBT people—being listened to and being able to tell
their stories is a powerful act. Because of various systems of oppression (i.e., patriarchy, white
supremacy, capitalism, etc.), many marginalized people are not allowed to express themselves
fully because they and their experiences are not deemed “worthy” enough.
In addition to Exhale’s Pro-Voice Counseling Guide, amongst others, I relied heavily
upon works related to the field of “compassionate” or “empathetic” listening. So much of the
work of a practical support volunteers is listening, and in both interviews I conducted with
GRJAN members, training in compassionate/empathetic listening was noted as a crucial need
for volunteers. I found the published works of The Compassionate Listening Project (TCLP)
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very fruitful in developing the section on compassionate listening in the practical support
volunteer manual. TCLP is a non-profit organization dedicated to training people in the art of
compassionate listening so that they can apply their compassionate listening skills to resolve
and reconcile a variety of conflicts around the world. TCLP defines compassionate listening
as a quality of listening which creates a safe container for people to be free to
express themselves and to go to the level of the deep concerns. It simply and
profoundly means empathizing with the feelings and conditions of people who
have been affected by events and circumstances, sometimes of their own doing,
and sometimes out of their control. (Hwoschinsky, 2006, p. 3)
Furthermore, it is a “dynamic process” where people “come together specifically to listen with
openness to people who are suffering and are in conflict” (p. 3). Such a process is ideally
suited to helping others navigate the inner and external conflicts that often arise in light of an
abortion. I do not think it is a coincidence that Exhale’s “pro-voice” paradigm has a similar
mission—to use counseling as a way to reduce conflict in the world.

4.3 Spiritual Care
Perhaps the most difficult section of the practical support volunteer manual for me to
develop was, and is, the spiritual section. After all, the diversity and complexity of people’s
religious and spiritual experiences is enormous. I constantly wondered, how do I take into
consideration the variety of spiritual experiences while also thinking of generic ways in which to
broach the topic of abortion and spirituality? For a time, I considered compiling all of the major
religious traditions’ “official” and “unofficial” views on abortion, but very quickly, I realized that
such an endeavor far exceeded the time I had allotted for the project. Indeed, it would take
several book volumes to document the ways in which different religious traditions think of
abortion.
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In the end, I decided “honesty was the best policy.” Instead of trying to pinpoint the
exact spiritual viewpoints upon abortion—secretly hoping for that one tradition that
wholeheartedly accepts abortion—I opened the spiritual care section with a “complexity”
disclaimer. Spiritual and religious attitudes concerning abortion are as diverse as the
practitioners who ascribe to such traditions. The best GRJAN volunteers can hope to
accomplish is to help clients clarify their own spiritual belief systems, reconcile their experiences
of abortion with their spiritual belief systems, when possible, and educate them about spiritual
traditions that are more open to abortion.
5 DISCUSSION

5.1 A Feminist Ethic of Self-Care: Burnout and the Need for Sustainable Activism
Throughout this project, I struggled with activist burnout and finding time to practice
self-care. Trying to navigate the demands of personal survival, political commitment, and
academic integrity truly overwhelmed me, and as I would quickly realize, activist burnout
overwhelms us all. Indeed, burnout within activist communities is a widely recognized, but
poorly understood, problem. Burnout refers to “a state of physical, emotional, and mental
exhaustion caused by long-term involvement in situations that are emotionally demanding”
(Pines & Aronson, 1998 as cited in Activist Trauma Support, n.d.). While burnout is not the
exclusive domain of activism—anyone can fall prey to its effects –burnout has an especially
pernicious pull within activist communities because it is “treat[ed] as (at best) a secondary issue
that is of less importance than the more clearly ‘political’ objectives of activist campaigns”
(Brown & Pickerill, 2008, p. 1). This dynamic becomes especially pronounced when looking at
activist blogs. Few, if any, discuss the role of burnout and self-care in activist communities,
focusing more upon “best practices” for organizing politically, and those that do focus almost
exclusively on self-help techniques to remedy burnout, implying or, sometimes, blatantly stating
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that burnout is the result of individual activist errors, not systemic failures of current activist
models of organizing: setting up unrealistic expectations, refusing help from others, and failing
to engage in effective self-care practices.
Of course, these are all factors that can, and do, contribute to activist burnout, but I
was looking for something deeper once I realized how big of a problem burnout is within
activist groups. Although I expected some self-help tips on how to mitigate the effects of
activist burnout, I also assumed I would find analyses on how to prevent activist burnout
altogether—how, for example, can we re-envision activist strategies so that burnout is
eliminated? What are the current models of thinking about and organizing for social change
that disable activists from caring for themselves? I found one such reason is the dominance of
the non-profit industrial complex (NPIC) in social justice movements. Like many activists, most
of my activism has been attached to non-profit organizations, including GRJAN. As a 501(c)(3)
non-profit organization recognized by the Internal Revenue Service (IRS) of the United States,
GRJAN is imbricated within an industrial complex that “encourages [us] to think of social justice
as a career” for individuals, but “the mass movements needed to topple the existing capitalist
hierarchy require the involvement of millions of people” (Smith, 2009, p. 42). In this way, the
NPIC forces “a few people to work more than full-time to make up the work that needs to be
done by millions of people,” which in turn creates a model of organizing that is “ultimately
unsustainable” (p. 42). Consequently, it is nearly impossible for activists not to experience
burnout because we are being asked to do the work of so many people. We are, in some ways,
quite literally placing the burdens of the world upon our shoulders.
Similarly, as Amara H. Pérez (2007) points out in “Between Radical Theory and
Community Praxis: Reflections on Organizing and the Non-Profit Industrial Complex,” the NPIC
perpetuates unsustainable activist practices by inculcating a business culture within non-profits,
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even those that directly oppose corporatist agendas (p. 95). In discussing her experiences at
Sisters in Power for Action, Pérez recounts how she and the organization “were never cautioned
against burnout, the external power to get bigger, or overextending ourselves by common pulls
away from the work,” all of which are common practices in corporate and business settings (p.
95). She continues, “Though we had adopted many businesslike practices, tools, and modes of
operation, the threat of mirroring corporate culture within the organization was never
anticipated” (p. 95). Because neoliberalism has been so naturalized in our culture, it is
sometimes difficult to think of how activist work is, in fact, part of the neoliberal order, and
sometimes we, as activists, are in complete denial about the implications working within the
NPIC has for our work. Subsequently, many of us who work in non-profit organizations forget
to consider the ways in which our work is an extension of the neoliberal project. In doing so,
we “end up replicating the same institutions we are working to change,” notably institutions
that promote unrealistic work demands and, therefore, burnout (p. 99).
This point was especially pronounced with my work on this project. As I mentioned
previously, throughout my project, I maintained a blog on Google Blogger to keep other project
participants apprised of the progress made on the project. On January 30, 2013, I posted to
this blog, writing about my experiences with activist burnout and noting I often feel a sense of
looming despair and futility with my activist work. I had hoped my post would spark a critical
discussion about the role of burnout in activist communities, but the only response I received
was of encouragement, reminding me that my work
will not go unnoticed for long. It is worth the work. But remember! There are
not many people willing to do the work you do, so take care of yourself. We
need you to be in fighting shape. There is no one else to fill your shoes.
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While well-intentioned, the project member’s response actually troubled me more than my
original feelings of malaise. This post completely avoids and, in some ways, disavows the
possibility of a systemic motivator for activist burnout. If there is, indeed, no one else to fill my
shoes, then it must be expected that I, and all other activists, will experience periods of
exhaustion as well as depression. The belief that I must engage in self-care because I, alone,
can do the work I do hides the fact that in order for true social change to occur—for a world of
reproductive justice to be enacted—there must be many more people doing the work I do.
Thus, by cautioning me “to take care” of myself, the post’s author reinscribes the very mantra
of individualistic self-care that promotes an activist model that is, as Smith so poignantly
remarks, unsustainable.
It is clear that activist burnout is not simply an individual problem; in fact, I argue as do
many others that burnout amongst activists and activists’ inabilities to engage in self-care are
forms of violence and mechanisms of control launched by systems of oppression. I had never
considered burnout and the inability to care for oneself as forms of violence until I stumbled
across The Self-Care and Self-Defense Manual for Feminist Activists (The Manual for Feminist

Activists) written by Marina Bernal (2006) and supported by the Association for Women’s Rights
in Development (AWID), a non-governmental organization located in Canada. Like many other
self-care manuals, The Manual for Feminist Activists provides many exercises and activities that
feminist advocates can draw upon to cope with the stress of activism, but unlike many other
self-care manuals, The Manual for Feminist Activists also provides several structural analyses of
activist burnout, connecting the phenomenon to larger systems of violence, specifically violence
against women, and arguing feminist activists' reluctance to participate in self-care is a form of
“self-inflicted violence” (p. 32). Because women have internalized the patriarchal gender logic
that they “are not allowed—nor taught—to make their own decisions about their bodies,”
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feminist activists—who Bernal assumes are mostly women—“do not attend to our needs or our
body, and we expose ourselves to multiple situations in which we are overburdened and at risk,
which ultimately leave us exhausted and drained” (p. 31, 32).
Moreover, within this framework, the lack of attention given to self-care amongst activist
communities can be viewed yet another form of violence perpetuated under neoliberalism.
After all, the NPIC is an extension of the neoliberal state, arising from “processes of
privatization and globalization” and contributing to the violence of the Fourth World War
(neoliberalism), “where the logic, organization, and violence of the market is deployed in
increasing disbursements to all corners of the world and to all aspects of life” (Rojas Durazo,
2007, p. 113). The NPIC is structured in such a way as to conform to the neoliberal agenda—
work harder and longer for less and less with fewer and fewer benefits until we are forced to
burnout. Indeed, for activists working within non-profit organizations, like myself, there is little
“down time” to rest and reflect about our work since the demands of foundation funding refuse
the possibility, noting that rest and reflection do not produce tangible and easily measurable
results (Jones de Almeida, 2007). Perhaps even more pressing, however, is that we have
become so entrenched within the NPIC, we are unable to envision alternatives to this system—
alternatives where self-care would be an integral and integrated part of our movements for
radical social change. The violence in our interpersonal lives and political systems has been so
naturalized under the neoliberal order that it is hard to imagine a world where burnout is nonexistent. As Jones de Almeida (2007) so poignantly remarks, “[I]t becomes harder and harder
to entertain the possibility of restructuring our lives in a radically different way. After all,
capitalism is not only around us in the society we live in—it is also within us in terms of what
we value, how we live, and what we believe is possible” (p. 187).
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For me, then, the fundamental question concerning my experience with burnout while
working on this project has become, “How do we create alternatives both inside and outside of
the NPIC that make space for self-care and therefore reduce the incidence of burnout?”
Although I have yet to develop “the” answer, my work on GRJAN’s practical support program
has pointed me to a few ways in which to do so. The first one is to interrogate critically how
our ideas about who can be an “activist” and what constitutes as “activism” further perpetuate
burnout. In The Revolutionary Imagination in the Americas and the Age of Development, María
Josefina Saldaña-Portillo (2003) notes that leftist movements for social change have
problematically crafted “activist” subjectivities rooted within the very developmentalist
discourses of Western neoliberal “-isms” they seek to destroy—reproducing the very gendered,
raced, and classed hierarchies they fight against. For example, Saldaña-Portillo explains that
autobiographical texts from leading revolutionary leaders on the left, like Che Guevara and
Malcolm X, present a revolutionary subjectivity that
requires the subject to become an agent of transformation in his own right, one
who is highly ethical, mobile, progressive, risk taking, and masculine, regardless
of whether the agent/object of development is a man or a woman, an adult or a
child. (p. 7)
In doing so, revolutionary movements have normalized a specific subject-position that demands
the hierarchical ordering of subjectivities, whereby a subject becomes “revolutionary” or
“activist enough” only by turning away and “transcending” his/her gendered, raced, and/or
classed backgrounds. Thus, the move toward revolutionary consciousness and subjectivity
denigrates and de-legitimizes the experiences of gendered, raced, and classed subjects—those
subjects to whom revolutionary movements seek to liberate (p. 7).
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As a highly gendered, raced, and classed construction, care is one of the many practices
that subjects must abandon and transcend so as to become “revolutionaries” and “activists.”
Within the United States, it has been women, primarily poor women of color, who have had to
take on the burden of caring for others—their partners, families, and, more often than not,
employers. And in many ways, such care work has functioned exploitatively for women, forcing
poor women of color to take on the task of rearing future generations without benefit or
recognition (Ehrenreich & Hochschild, 2004). Within the revolutionary framework, it logically
follows that oppressed groups, notably poor women of color, must “rise above” the practice of
caring for others, which has often defined their subordination, to become true activists. In the
process, however, the revolutionary imagination reinscribes the very hierarchy that
subordinates care work and its practitioners in the first place! In white supremacist, capitalist
patriarchies, care is devalued because of its connection “with privacy, with emotion, and with
the needy,” thereby in complete antagonism to those values so prized and valued—“public
accomplishment, rationality, and autonomy,” amongst others (Tronto, 1993, p. 117).
For example, as I worked on redeveloping GRJAN’s practical support program, I often
felt as though my project did not effectively qualify as “activist” or “revolutionary” enough.
Even though I valued care and believed in its necessity, I did not consider caring for others or
the self as mechanisms of social change. After all, care does not fit into the revolutionary
subjectivity to which I had been so accustomed! I was not participating in large-scale protests,
where I—as a member of several oppressed groups—rose against the “powers that be” to
reclaim and remake the world. Moreover, I saw care, especially caring for myself, as a luxury.
Only “privileged” people have the time and money to engage in such “luxuries” as self-care, and
to practice self-care would cast my lot with those privileged few, inducing within me a great
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deal of guilt and shame. How could I be “wasting my time” caring for myself when the world is
so messed up?
In light of Saldaña-Portillo’s work, though, I came to realize that my own objections to
the possibilities of care as a framework for social change were rooted within the imaginings of
leftist revolutionary thinkers and actors that I had uncritically subsumed into my identity as an
activist. Once such a realization dawned upon me, I started to consider the ways in which care,
particularly for the self, can be deployed in social change work to eliminate activist burnout. I
found myself drawn to the work of feminist moral philosophers and political theorists who have
repurposed an ethic of care for the pursuit of feminist ideals of equality and emancipation.
Although self-care is not explicitly discussed by any of the feminist thinkers I researched, I
found it easy to extend their insights on a feminist ethic of care for others to a feminist ethic of
care for the self. For instance, Joan Tronto (2011), one of the most active feminist thinkers to
explore an ethic of care, argues that the practice of care as a social change modality
necessitates the practice of four ethical components: attentiveness, or “the suspension of one’s
self interest, and a capacity, genuinely, to look from the perspective of the one in need;”
responsibility, or the desire to ensure that care is given once the need for care has been
established; competence, or the ability to provide care that is effective in responding to needs
as well as culturally sensitive; and responsiveness, or the act of observing the response from a
care receiver when care has been provided and “making judgments about it (e.g., was the care
given sufficient? successful? complete?)” (, p. 165).
While all of these components can be easily revised for the application of self-care, I
personally have found the most salient component to be attentiveness—learning to recognize
the signs of burnout as they occur and to address them accordingly. Gavin Brown and Jenny
Pickerill (2009) in “Space for Emotion in the Spaces of Activism” call this emotional reflexivity, a
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practice “through which activists (individually and collectively) can reflect on their emotional
needs and commitments, and find means of negotiating these alongside ongoing resistance and
involvement in social movements” (p. 25). A similar sentiment is echoed in Perez’s (2007) work
with Sisters in Power for Action, where she and others realized that they needed time for
reflection in their work so as to promote “transformation and healing” both within themselves
and others (p. 97). By becoming more aware, more mindful of our emotional states and
needs, we can intervene more quickly to prevent burnout from escalating into complete
dropout.
Perhaps the most useful way in which I have deployed a feminist ethic of self-care into
my work, thereby challenging the violence of the NPIC and formulating an alternative activist
subjectivity, has been to incorporate models of social change outside of the traditional “left” and
the current NPIC model of organizing—models that recognize and validate self-care as a
necessity for movement sustainability and a tool for social change. At the time of this project, I
knew of only one such model—womanism. “[R]ooted” within the “everyday experiences” of
women of color, specifically Black women in the United States, womanism is a “social change
perspective” that deploys women of color’s “everyday methods of problem solving” to the work
of ending “all forms of oppression for all people, restoring the balance between people and the
environment/nature, and reconciling human life with the spiritual dimension” (Phillips, 2006, p.
xx). While there are several distinctively womanist methods of social transformation, there are
three methods that are considered “foundational,” forming the “basis” for all other methods of
womanist social change modalities. Self-care is one of these foundational methods of social
transformation (Maparyan, 2012, p. 52-53).
Within the womanist worldview, there are both practical and philosophical reasons for
establishing self-care as a foundational method of social change. Practically speaking, it is

37
extremely difficult for someone to engage in lasting social change when zie is unwell or, as I
have been documenting, burnt out. It is nearly impossible to sustain a large-scale movement
for social justice when participants burn-out every couple of years. I have experienced this
first-hand—as I am sure many others have. Without caring for myself, without attending to my
wellbeing, I am of little help to anyone else. Philosophically speaking, self-care is considered a
prerequisite for social change because in the womanist worldview all beings and things are
radically interconnected. If I am in poor physical, mental, and/or spiritual health, then those
around me will be negatively impacted; therefore, to promote the well-being of all, I must first
ensure that my health—holistically defined—is “squared away.” The idea here is—to quote an
often-cited saying by Gandhi—to “be the change you wish to see in the world.” As Maparyan
further elaborates,
“As above, so below; as within, so without,” the implication here is that all social
and environmental problems, as well as all individual human problems, are
simply macrocosmic and microcosmic, or systemic, resonances of the same
thing. Thus, impacting any sphere, human, social, environmental, or spiritual,
impacts all other spheres [emphasis in original]. (p. 54)
By caring for the self, one is, by proxy, caring for the world since the self and the world are
interconnected.
In turning to less traditional models of social change that center care for the self and
others as part of the revolutionary project, we can prefigure the type of world we seek to
create, making a world of anti-oppression in the here and now without burning ourselves out in
the process. A term most often associated with the alterglobalization movement, prefiguration
refers to a set of practices where “the processes we use to achieve our immediate goals are an
embodiment of our ultimate goals, so that there is no distinction between how we fight and

38
what we fight for” (Maeckelbergh, 2009, p. 66). In other words, the means are just as
important as the ends. If social equality, for example, is achieved via coercion or violence, then
social equality has not truly occurred since it took arguably unequal practices in order to
achieve it. As Pérez (2007) notes, “The work is not just about what we do, but how we do it;
the process is just as important as the outcome” (p. 97). To experience activist burnout, which
I have already established as a form of violence, while engaging in movements for a “better”
world, then, is to fail ultimately in our work because by being burnt out, we are prefiguring a
world we we are overworked, exhausted, and depressed - we are prefiguring a world of
violence.
For me, recognizing that the process is just—if not more—important than the outcome
has been one of the most important realizations of my activist work because it has enabled me
to see self-care as a collective goal, not an individual luxury, thereby lifting much of the guilt I
have felt when trying “to take time out” from my activist work. In the past, whenever I felt
burnt out and needed a “break” to regroup, I always felt intense shame at doing so. All of the
other activists seemed to have huge reservoirs of energy that were unending, never needing or
seemingly desiring time for self-care. Although I doubt that this is, in fact, true, the guilt I felt
at having experienced burnout was so strong that it seems as if everyone around me was “just
fine.” By seeing burnout as a mechanism of violence and control - and envisioning self-care as
a collective goal—I no longer feel selfish and guilty at taking the time needed to care for myself
because I have realized that social change “is only radical if it promote struggle and growth at
every level - for society at large, in our intimate and everyday relationships, and internally
within ourselves” (Jones de Almeida, 2007, p. 192).
What my project has led me to believe is that we need to advocate for a paradigm shift
within activist communities, a shift that positions self-care as central to the pursuit of social
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justice. After all, in the white supremacist capitalist patriarchy in which we live, to take care of
ourselves is to challenge social systems that continually seek to destroy the Other. I am
reminded, here, of Audre Lorde’s quote, “Caring for myself is not self-indulgence, it is selfpreservation, and that is an act of political warfare,” for in systems “defined by profit, by linear
power, by institutional dehumanization, our feelings [and ourselves] were not meant to survive”
(2007, p. 39). Indeed, I remain fairly convinced that burnout could be a far less prominent
issue within activist communities if self-care were seen as “an act of political warfare,” a form of
social change. Of course, I am not suggesting that adding self-care to the panoply of current
social change activities will eliminate burnout altogether. To do so would require a massive
restructuring of society, but at the very least, we as activists can begin to see caring for
ourselves as part of caring for the world.
6 CONCLUSION
As I am finishing the redevelopment of GRJAN’s practical support program, I feel
confident that it will accomplish the goals I had set for the project—attending to the holistic
experience of abortion for GRJAN’s clients and, in doing so, enacting a world of reproductive
justice. Originally, I did not envision the role of care—both for others and the self—to become
such a central organizing principle of this project. But in retrospect, I cannot imagine how else
it could have been! To create a world of reproductive justice is essentially, I think, to create a
world of care, and I hope that GRJAN’s practical support program can act as one step, albeit
small, toward such a world.
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Introduction to the Practical Support Volunteer Manual
The purpose of the following manual is to provide practical support (PS) volunteers with the
necessary training to serve our clients experiencing abortion. We have a PS program because
we know that “choice” means little without access. Not only do low-income people struggle to
find the funds to pay for an abortion, but they often struggle to secure lodging, transportation,
and support for the abortion, too.
Most low-income people live in places far away from abortion clinics. For rural, low-income
people, getting an abortion can be really difficult, if not impossible. For example, in GRJAN’s
service area, there are only 90 abortion providers for a population of nearly 18 million selfidentified women. This means that there’s only 1 abortion provider per 200,000 women! 7
When we break these numbers down by state, things can look even grimmer:







In northeast Georgia, our original service area, 18% of people live in poverty. There are
no abortion providers.
In Georgia, 16.5% of people live in poverty. Only 6% of Georgia counties have abortion
providers. 57% if Georgian women live in counties without abortion providers.
In Alabama, 14.3% of people live in poverty. Only 7% of Alabama counties have
abortion providers. 61% of Alabaman women live in counties without abortion
providers.
In North Carolina, 16.3% of people live in poverty. Only 14% of North Carolina counties
have abortion providers. 50% of North Carolinian women live in counties without
abortion providers.
In South Carolina, 17.1% of people live in poverty. Only 7% of South Carolina counties
have abortion providers. 73% of all South Carolinian women live in counties without
abortion providers.
In Tennessee, 17.1% of people live in poverty. Only 6% of Tennessee counties have
abortion providers. 59% of Tennessean women live in counties. 8

This is why GRJAN exists. The right to a legal abortion means little when there are statistics
like the ones above.
As a PS volunteer, though, we know that offering PS isn’t just about these material things.
While providing clients housing, transportation, or clinic escort services, you’ll need to offer
physical, emotional, and spiritual support, too. This training manual is meant to give you the
necessary information on how to provide holistic and comprehensive abortion care for our
clients.

7

U.S. Department of Commerce, Census Bureau, State and County QuickFacts, http://www.census.gov/
(accessed May 11, 2006).
8
Rachel Jones and Kahtryn Kooistra, “Abortion Incidence and Access to Services,” Perspectives on Sexual
and Reproductive Health 43, no. 1 (2011), http://www.guttmacher.org/pubs/journals/4304111.html
(accessed May 11, 2013).
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Each section of the training is dedicated to a specific part of abortion care: physical, emotional,
and spiritual. At the end of the manual in the Appendix, you’ll find readings and training
exercises for you to complete. The Appendix follows the same organization as the manual
itself, so the supporting documents you find there will also be organized by physical, emotional,
and spiritual care. Your PS trainer will provide more detailed instructions about these resources
during your training.
However, before continuing, it’s important to note that PS volunteers aren’t mental health
professionals, and we don’t expect you to act as such with our clients. If at any point during
your PS volunteering you feel uncomfortable or ill-equipped to handle a client’s mental health
concerns (i.e., threat of harm and/or suicide), please contact your Board Back-Up (BBU) as
soon as possible.
We thank you so much for your willingness to make abortion care even better in the Southeast,
and we look forward to working with you in the future.
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Practical Support Programming
When we talk about PS at GRJAN, we’re referring to a group of activities where volunteers have
direct, one-on-one contact with clients. You may volunteer as a clinic escort for a client; you
may open up your home for a place to stay for a client; or you may volunteer to transport a
client back and forth from the clinic.
No matter in what capacity you volunteer, you’ll need to be trained on how to care for a client
as zie is going through the process of an abortion. After all, getting an abortion can be a
difficult thing for anyone, and we want to make sure that you’re prepared to work with clients
who might be struggling with their decisions to terminate their pregnancies.

Guiding Principles—Caring for Individuals Having Abortions
Pro-Voice Counseling
To do so, we ask that PS volunteers follow the “principles of Pro-Voice counseling,” a list of
guiding values that Exhale—a free, nationwide hotline for post-abortion support—has crafted for
working with people going through abortions. 9 These values include (1) valuing the emotional
health and accepting the full scope of human emotions; (2) recognizing every person as a
whole person and knowing there are many different parts of a person’s life that contribute to hir
abortion experience; (3) honoring all people’s political, social, and religious beliefs and using
their belief systems to support them through the abortion process; (4) collaborating with people
to figure out their own sense of wellbeing, and always recognizing the inherent resilience and
resourcefulness of each person; and (5) reminding everyone of their individual strengths, and
allowing them to be their own resource as they face future challenges. 10 Taken together, these
values help people going through abortions to cope and to heal from whatever distress they
may face.
Exhale envisions “pro-voice communication” as a “nonviolent practice” that can reduce and
reconcile conflict in the world. 11 As Exhale explains,
We believe we can transform the social conflict surrounding abortion through pro-voice
communication. The pro-voice approach accepts each person on their [sic] own terms,
and invites every voice to be heard. When we let go of slogans and listen to each other,
we create an open space for others to tell us something new. We believe that staying
open to new information can lead to greater understanding and insight. 12
At GRJAN, we also believe that by truly listening to and entering into compassionate dialogue
with others, we can transform the world. As Layli Maparyan so beautifully explains, “When the
process of dialogue becomes intentional and conscious, energetically directed toward a welldefined and principled end, dialogue becomes a powerful tool for social change.” 13 For
individuals from marginalized communities—like women, people of color, low-income people,
9

Exhale, Pro-Voice Counseling Guide (Oakland, CA: Exhale, 2011), n.p.
Exhale, Pro-Voice, n.p.
11
Exhale, Pro-Voice, n.p.
12
Exhale, Pro-Voice, n.p.
13
Layli Maparyan, The Womanist Idea, (New York, NY: Routledge, 2012), 60.
10
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and LGBT people—being listened to and being able to tell their stories is a powerful act.
Because of various systems of oppression (i.e., patriarchy, white supremacy, capitalism, etc.),
many marginalized people aren’t allowed to express themselves fully because they and their
experiences aren’t deemed “worthy” enough.
By holding the ideas of Pro-voice communication in mind as you volunteer, you’ll be offering our
clients an opportunity to share their ideas, experiences, and stories about abortion, which in
turn helps to counter the oppressive realties of our society as well as to de-stigmatize abortion
(see Emotional Care: Understanding the Complexity of Abortion for more information).
Defining Compassionate Listening
Central to the concept of Pro-voice counseling is the art of listening. In a society where
abortion remains a highly stigmatized procedure—often referred to as “murder” by anti-abortion
activists—lending a listening ear and compassion are crucial to helping others work through
their abortion experiences, whether good, bad, or somewhere in between. To do so, we ask
that you provide compassionate listening, sometimes referred to as empathetic listening, to our
clients. By offering non-judgmental support, you’ll provide clients with a safe space to talk
about their abortion experiences—a rare occurrence in a culture so hostile to abortion.
According to Carol Hwoschinsky in Listening with the Heart: A Guide for Compassionate
Listening, compassionate listening refers to
a quality of listening which creates a safe container for people to be free to express
themselves and to go to the level of their deep concerns. It simply and profoundly
means empathizing with the feelings and condition of people who have been affected by
events and circumstances, sometimes of their own doing, and sometimes out of their
control. It has everything to do with caring for the state of another human being. 14
Moreover, there are five core practices of compassionate listening that we want you, as a PS
volunteer, to keep in mind as you work with clients: cultivating compassion, developing the “fair
witness,” respecting self and others, listening with the heart, and speaking from the heart. 15

Cultivating Compassion.

As a PS volunteer, we hope that you’ll continually endeavor to
cultivate compassion toward the experiences of our clients, no matter your personal beliefs
and/or experiences. Cultivating compassion includes fostering empathy, expressing and
experiencing gratitude, and the ability to step into someone else’s proverbial shoes: “seeing
and feeling the world from their perspective to the extent that we can.” 16
For example, when listening to a client tell hir story, always say, “Thank you for sharing your
story with me.” Although such a statement may seem insignificant, it’s not. When we cultivate
compassion, we recognize how hard it is to share deeply personal information. To open
ourselves to others and to render ourselves vulnerable is difficult and requires a certain level of
14

Andrea Cohen, Listening with the Heart: A Guide for Compassionate Listening, (Indianola, WA: The
Compassionate Listening Project, 2001), 3.
15
Andrea Cohen, Practicing the Art of Compassionate Listening (Indianola, WA: The Compassionate
Listening Project, 2011), 12-13.
16
Andrea Cohen, Practicing the Art, 12.
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courage and strength. The simple act of expressing thanks, then, demonstrates to clients that
you recognize and honor their courage and strength in sharing their personal stories.

Developing the Fair Witness. The term “fair witness” refers to the ability to step outside of your
own shoes and to see the world in both its “complexity and ambiguity.” Our clients come from
a wide variety of backgrounds, and each client has come to hir abortion with a very different life
experience. By becoming “fair witnesses,” we learn “to recognize and contain our...triggers and
suspend judgment enough to stay connected and listen fully to another person’s story and
perspective.” 17

For example, some of our clients are in abusive relationships, and you might have really strong
ideas about what zie should do—perhaps you think zie should immediately leave hir partner.
You should refrain from telling hir so, and never let your personal ideas about what zie should
do impact your ability to provide compassionate, non-judgmental support. Maybe you would
leave an abusive situation in a similar situation, but that’s you, and you’ve had a very different
life experience than the client. Remember that zie’s doing what is best for hir given hir life
experience and current situation.

Respecting Self and Others.

This might seem like a “duh” request, but it’s always worth
reiterating. Always remember to respect yourself and our clients when working as a PS
volunteer. This means, having “healthy boundaries that are both protective and permeable”
and “trusting that each of us has the capacity to resolve and heal our conflicts.” 18 Don’t
overstep your or our client’s boundaries as you offer PS. If you’re concerned you might step
over a boundary, simply ask! It’s always better safe than sorry.
For example, as you’re bringing the client to the clinic, zie begins to cry. Your immediate
thought is to offer hir a hug or some other sign of physical reassurance. Before doing so,
though, ask the client, “Would you like a hug?” Zie may not like to be touched physically.
Maybe zie’s been sexually assaulted in the past, or zie’s simply a person with very strong
physical boundaries. By asking for hir consent, you’re showing that you respect hir boundaries.

Listening with the Heart. Too often, we listen with our “minds,” not our “hearts.” While we’re

“listening,” we’re actually somewhere else—thinking about what we’re going to say next or
wondering about our next meal. When we listen with our hearts, we stop thinking and start
being. We are in the “present” moment, focusing our complete attention to what the person
next to us is saying. To listen with the heart takes a lot of practice, and at the end of this
section, you’ll find some exercises to help cultivate listening with the heart.
For example, a client is pouring hir heart out, so to speak, and you’re “listening,” but not really.
You’re actually thinking about your homework assignment or your next big job project. Your
focus begins to drift, and your eyes glaze over. The client notices that you’re not truly listening
to hir and shuts down. You’ve just closed the opportunity to develop trust with the client. If
you’d been fully present, really listening to the client, this likely wouldn’t have occurred, and
you’d be able to continue offering compassionate, non-judgmental support to hir—the ultimate
goal of a PS volunteer.
17
18

Andrea Cohen, Practicing the Art, 12.
Andrea Cohen, Practicing the Art, 12-13.

51

Speaking from the Heart. Just as we listen without actually listening, we often speak without

really considering what we’re saying. To speak from the heart is to speak with intention,
compassion, and non-judgment. As Thich Nhat Hanh, a celebrated Buddhist monk, notes in the
Fourth Mindfulness Training,

Knowing that words can create happiness or suffering, I am committed to
speaking truthfully using words that inspire confidence, joy, and hope. When
anger is manifesting in me, I am determined not to speak...I will speak and
listen in a way that can help myself and the other person to transform
suffering and see the way out of difficult situations. I am determined not to
spread news that I do not know to be certain and not to utter words that can
cause division or discord. 19
We’ve all been in situations where we’ve said things we didn’t really mean because we didn’t
think about what we said before we said it. Usually, the things we say are hurtful, even if they
weren’t meant to be. When working with clients, be careful and selective of what you say. For
example, if you’re watching a television show together and a character comes on-screen
wearing what’s considered “promiscuous” clothing, don’t sputter out something like, “Oh, she’s
just asking for it.” You don’t know if a client has been sexually assaulted in the past, and
saying something so haphazardly—and not to mention wrong—can tremendously hurt a client
and create an unsafe environment for hir.
By practicing these five core practices of compassionate listening, you’ll offer GRJAN clients a
safe, compassionate, and non-judgmental space to talk about their experiences with abortion
openly and honestly. In doing so, you’re challenging the oppressive culture in which we live—a
culture that demonizes people for making the tough decisions that are best for themselves,
their families, and their communities.
Using Compassionate Listening Techniques
But you might be wondering, how do I actually do compassionate listening? There are lots of
different ways to be a compassionate listener, and by no means are we “experts” in the field of
compassionate listening; however, we’ve compiled a list of different techniques we’ve found to
help us be compassionate listeners.

Ask Open-Ended Questions. Answers that need more than a “yes” or “no” answer are more

likely to solicit deeper and more engaged responses. As a result, open-ended questions are
better able to capture a client’s story. For example, asking, “How are you?” will likely have a
more detailed response than “Do you feel bad?”

Encourage. Offer brief, positive prompts to remind a client that you’re listening. Nod your

head. Make a brief comment, like, “Oh. Yes.” This way, the client will feel as if you’re
interested in the conversation.
Validate. Always acknowledge and validate the client’s problems, issues, and feelings. People
will experience a wide variety of responses to abortion, and they’re all common and okay. No
19
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matter the emotional response of a client—anger, sadness, joy—remind hir that such a
response is “normal” and lots of people experience the same feeling. We’ll explore specific
examples of validating statements in the Emotional Care section of this manual.

Restate. Restate what a client says in your own words, rather than “parroting” the client.
When restating a client’s response in your own words, you show the client that you’re actively
engaged in the conversation. Lead with statements like, “I’m hearing you say....,” or “Let’s see
if I’m clear about....”

Emotionally Label. Put feelings into words so that you can make sure you’re properly hearing

the client. If you notice the client seems frustrated, you’d say something along the lines, “I’m
hearing that you feel frustrated.” This way, you’ll be able to clear up any miscommunications.
After all, you might sense the client is frustrated, but zie may, in fact, be sad.

Summarize. Bring together the facts, pieces, and emotional labels of the conversation to check

your understanding. By doing so, you’ll make sure that you’ve understood everything correctly.
After summarizing the situation, ask the client, “Am I getting this right?”

Reflect.

Similarly, you’ll want to reflect the speaker’s words and sayings. If a client refers to
hir pregnancy as a “baby,” then you should speak of the pregnancy as a “baby,” too. If a client
refers to hir pregnancy as a “fetus,” then you should speak of the pregnancy as a “fetus,” too.
You should speak to the client in terms that are more familiar and most comfortable to hir. If
you’re ever unsure of what words to say, just ask!

Allow Silence. Allow for comfortable silences to slow down an exchange. Give the client time

to think as well as talk. We’re often uncomfortable with silence, but silence can be a really
helpful tool in working through difficult experiences.

Redirect.

When a client seems overly aggressive, angry, or agitated—and is directing this
emotions on to you—shift the discussion to another topic, one that’s preferably less intense.
Prepare topics to discuss in case you need to redirect a conversation. Some of our volunteers
use astrology as a “go-to” topic. Most people are, at the very least, familiar with astrology, and
talking about a relatively non-controversial topic can cool things down and develop rapport
between you and the client.
By using these compassionate listening techniques with clients, we’re positive you’ll create an
atmosphere of empathy and non-judgment so crucial to helping clients work through their
experiences of abortion.
Communicating Cross-Culturally
Implicit to listening compassionately is communicating respectfully with people from different
cultures and backgrounds. GRJAN’s clientele come from a wide variety of backgrounds, and as
a PS volunteer, you’re going to interact with people who’ve had very different life experiences
than you’ve had. A person’s gender identity, class and/or income level, race and/or ethnicity,
nationality, sexual orientation, amongst others will all influence how a person engages in the
world.
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Before you can communicate with people from backgrounds different than your own, it’s
important that you know your own background. For your work at GRJAN, we want you to pay
particular attention to the ways in which your various social identities (i.e., gender, race, and
class) are oppressed or privileged in our society. As Exhale suggests in their Pro-Voice
Counseling Guide, “Research and learn about the dynamics of privilege and oppression; how
they play out in your own life and in the lives of others around you.” 20 This requires learning
about patriarchy, white supremacy, heterosexism, and capitalism, amongst other systems of
oppression and privilege. Thinking about how privilege and oppression function in our own
lives can be really difficult. You might be wondering, “Where do I begin?” We suggest working
through the privilege exercise located in the Appendix of this manual as well as reading “White
Privilege and Male Privilege” by Peggy McIntosh.
It’s not enough, however, to know only about yourself when trying to communicate crossculturally. You also need to learn about other people—their cultures, their beliefs, their
experiences. As Exhale explains, “We interact with multiple communities (geographical, ethnic,
faith, educational, workplace, etc…) and identities (including gender and sexuality) that shape
our cultural experiences in particular ways.” 21 Knowing how different communities and
identities influence our clients’ experiences is crucial to knowing how to communicate with them
and, therefore, to care for them. But learning about other experiences also means realizing
that “diversity exists both between and within cultures [emphasis in original].” 22 For example,
even though we all live in the United States, our experiences of American culture are going to
be different from one another. An immigrant living in urban New York City will have a markedly
different “American” experience than a born-again Evangelical woman living in rural Iowa. In
other words, avoid making assumptions about others’ experiences based on your previous
knowledge, and of course, this means staying clear of stereotypes.
When working with GRJAN’s clients, one of the strongest markers of difference you’ll likely
encounter is class. Nearly all of our volunteers and board members come from solidly middleclass backgrounds—there are a couple of exceptions—while all of our clients come from lowincome and poor backgrounds. This can be a really tricky difference to navigate because we
often refuse to talk about class in American culture. As a PS volunteer, though, you’ll confront
class all of the time when working with clients, and it’s important that you’re prepared to deal
with situations where class difference may cause conflict. Of course, we don’t have a “magic
bullet” for solving any difficulties that arise because of differences in class, but we hope that by
bringing your attention to class, you’ll have a better sense of what to expect as a PS volunteer.
But how might class differences cause tension between you and a client? We’ll use an example
from one of our PS volunteers, Dolly—not hir real name. Dolly comes from a lower middle-class
family, and zie’s finishing up hir Bachelor’s degree in Atlanta. Zie’s agreed to escort a client
back and forth from the clinic, bringing hir to another volunteer’s home for an over-night stay.
When the client’s finished with hir procedure, Dolly’s ready to bring hir to the next volunteer’s
house, but as they’re traveling together, the client asks Dolly to stop by Wal-Mart to pick up
some sanitary napkins and after-care medications. Dolly quickly agrees, thinking little of it, but
once they arrive at Wal-Mart, it becomes apparent that the client can’t afford a box of sanitary
napkins, let alone hir after-care medications. Since Dolly lives in a middle-class world, where
20
21
22

Exhale, Pro-Voice, 11.
Exhale, Pro-Voice, 11.
Exhale, Pro-Voice, 11.

54
zie doesn’t have to worry about paying for basic necessities, zie hadn’t considered that the
client wouldn’t be able to pay for something that Dolly has no problem paying for. Luckily,
Dolly was able to help the client out, assuring the client that it wasn’t a “problem” and that zie
was happy to contribute.
Similarly, clients will sometimes make assumptions about your class status that aren’t true since
you’re involved in an organization that distributes money. One of our self-identified low-income
volunteers struggled with this a lot when zie first started volunteering. Doug—not hir real
name—grew up in a poor family that struggled to find enough money for food. Zie grew up in
rural Georgia, and zie was only able to attend college because of subsidized government grants,
like the Pell Grant, and scholarships zie’d acquired. When working with clients, zie feels a very
strong connection to their experiences because zie’s “been there.” Zie knows what it’s like to
be poor in America. More often than not, however, clients assume zie’s middle-class because
zie’s volunteering for an organization that seemingly has a good deal of money. After all, for
many low-income folks, volunteering is seen as a luxury—time volunteering is time that could
be spent working. If Doug had been in Dolly’s position, for instance, Doug wouldn’t have been
able to spare the extra cash to pay for the client’s sanitary napkins and after-care medications.
Doug would need to explain that just because zie volunteers with GRJAN doesn’t mean zie’s
financially well-off.
After reading these two examples, we hope it’s become clearer to you how class—both your
class status and a client’s class status—can impact our work. The same can be said for any
other social identity, including race and sexual orientation. We’ve purposefully provided two
examples that focus on the “little” things, like sanitary napkins, because it’s the “little” things
that demonstrate how a person’s social identity informs hir experience of the world.
While working as a PS volunteer, then, we want you to be conscious of both your own
background and those of your clients; however, we don’t want you to become overwhelmed
with difference. Sometimes, in social justice work, we focus some much on our differences that
we forget our similarities, and at GRJAN, we want you to remember always that even though
we’re different from one another, we’re also deeply interconnected with each other. When we
begin to see ourselves as interconnected to one another, “we look beneath surface judgments,
rigid labels, and other divisive ways of thinking; we seek commonalities and move toward
collective healing.” 23 For our clients, focusing on difference to the exclusion of commonality can
prove disastrous. After all, many of our clients already feel “different” and alone because of
their abortions. Be mindful that you may come from very different backgrounds but that you’re
working together for a common goal—to make hir abortion experience as stress-less as
possible, helping hir to cope with any struggles zie may experience during hir abortion.
Last, but certainly not least, to communicate across differences requires dialogue. Keeping in
mind the principles of compassionate listening we explored earlier, we hope that you’ll create
meaningful dialogues with clients to learn more about them, their lives, and their experiences.
This will also give them a chance to learn more about you, and in learning about each other
through GRJAN’s PS program, we hope that social change, however small, can be
accomplished. As Layli Maparyan beautifully explains in Womanism: On Its Own,
23
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Dialogue is a means by which people express and establish both connection and
individuality.
Dialogue permits negotiation, reveals standpoint, realizes
existential equality, and shapes social reality. Dialogue is the locale where both
tension and connection can be present simultaneously; it is the site for both
struggle and love. 24
Indeed, dialogue offers us a powerful tool for building trust, compassion, and empathy in a
world that is most often defined by distrust, violence, and hate. By engaging with clients on a
topic as fraught with difficulty as abortion, we know that you’ll help at least that client lead a
healthier and happier life—the ultimate goal of reproductive justice.
Before moving on to the details of physical, emotional, and spiritual care, here are some other
things to remember as you communicate with clients:

Resist Labels. At first, this tip may seem strange. Resist labels? But this entire section has

been focused on how our social identities (i.e., social labels) influence how we live in the world!
We’re not suggesting to get rid of labels altogether; they can be useful. Rather, we want you
to be aware of how social identity categories can be “dangerous when we use them
unthinkingly, without self-reflection. When we automatically label people..., [w]e build walls
and isolate ourselves from those whom we have labeled ‘different.’” 25 Don’t automatically label
people according to your preconceived ideas about who you think they are. In more practical
terms, avoid stereotyping.

Remember Context. We’ve all been in situations where someone’s hand gestures or facial
expressions changed how we understood what he/she was saying—for better or worse. Always
keep in mind that your social understanding of a gesture “may be very different from that of
the person you are talking with.” 26 If something feels “off” to you or seems “off” to the client,
“respectfully inquire about the intended meaning.” 27

Listen to Others.

We hope that, by now, the importance of listening to others is well
established, but it always can bear repeating, especially when thinking about cross-cultural
communication.
Remember that everyone experience their own cultural backgrounds
differently (i.e., the previous example about experiencing American culture). Listen to how
clients describe their experiences, and don’t assume that people from similar backgrounds will
have similar experiences.
And always remember that “building cultural capacity is a lifelong learning process.” 28 We don’t
expect you to develop such a capacity overnight, but we do expect you to try your best, learn
from your mistakes, and reach out when you need help.
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Physical Care
Before getting into the details of physically caring for people experiencing an abortion, let’s talk
a little bit about abortion procedures themselves. After all, it’s crucial that as a PS volunteer,
you understand how different types of abortions work.
Understanding Abortion
Today, there are two ways in which to perform an abortion: medical and surgical. Most of our
clients will be having surgical abortions, but in the past, we’ve also worked with clients who’ve
had medical abortions. Below, you’ll find a brief discussion of these abortion procedures so that
you’ll be knowledgeable about the practices involved with them.

Medical Abortion.

29

Medical abortions occur when an individual ingests an abortifacient or an
abortion-inducing substance. Currently, the Food and Drug Administration (FDA) has approved
only 1 medical abortion regime in the United States: 600 milligrams of mifepristone followed
with 400 micrograms of misprostol.
When having a medical abortion, an individual will first consume mifepristone, also known as
RU-486, which will stop the body from creating progesterone, the hormone that builds up the
uterus’ lining and, thereby, supports embryo development (i.e., the pregnancy). A few days
later, once the uterine lining has been weakened, an individual will then ingest misoprostol,
which will expel the pregnancy. In other words, misoprostol forces the uterus to begin
contractions, effectively pushing out the uterine lining and the fetus.
For most people, a medical abortion is similar to a miscarriage. The most common side effects
of medical abortion are vomiting, diarrhea, nausea, and perhaps obviously abdominal cramps.
When used in the first nine weeks, medical abortion is between 95% and 98% effective, and
rarely will an individual be required to have a surgical abortion in addition to the medical
abortion (i.e., in case the pregnancy isn’t fully expelled).

Surgical Abortion.

30

Although there are several different types of surgical abortion, the most
common ones are vacuum extraction (aspiration), dilation and curettage (D&C), and dilation
and evacuation (D&E).
Vacuum extraction is the most common method of surgical abortion. There are two types of
vacuum extraction methods: manual and machine. The manual vacuum extraction option can
be done within the first 6 to 7 weeks of pregnancy. During this procedure, a doctor inserts a
tube through the individual’s cervix and into the uterus and then applies suction to extract the
fetus. In a machine vacuum extraction, the individual’s cervix is dilated and then a machine
applies suction to remove the uterine contents. Machine vacuum extraction can be used in the
first 6 to 12 weeks of pregnancy.
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Sometimes, a doctor will also need to use a curette to get rid of any remaining fetal tissue from
the patient’s uterus, and when a curette is used, the procedure is known as a dilation and
curettage (D&C). When D&C is combined with vacuum extraction, a pregnancy can be
terminated up until 16 weeks.
For pregnancies longer than 16 weeks, abortions can be performed using the dilation and
evacuation method (D&E). D&E procedures use all of the above methods, but they also require
additional surgical instruments because the fetus is more developed. Usually, a doctor will give
the fetus a shot through the patient’s abdomen to make sure that the fetus is dead. Then, the
patient’s cervix will be dilated with medication, and the fetus will be removed via aspiration and
curettage. However, because the fetus is more developed, the person providing the abortion
will use forceps to crush the fetus so that the fetal tissue can be removed more easily.

For More Information. We’ve attached a chart from Abortion: Which Method is Right for Me?—
a workbook created by a group of health advocates that easily explains the differences between
abortion methods—at the end of the manual in the Appendix so that you can have even more
information on the different types of abortion.
Physically Caring for Abortion
Abortion is one of the safest medical procedures today, and it’s important to let clients know
that abortion is a very safe procedure. Nevertheless, although rare, complications may arise,
and it’s crucial that you—as a PS volunteer—be prepared to care for a client in case of a
medical emergency.
Before working with a client, make sure that you have a thermometer handy.
It’s
recommended that clients take their temperatures at least once a day to catch any potential
infections early. Also, make sure that zie takes all hir necessary medications, especially hir
antibiotics. Taking them greatly reduces the chance of infection.
Clients will likely experience cramping and bleeding after their abortions. This is to be
expected, and it’s completely normal. However, you or the client should call the clinic as soon
as possible—there’s always someone on call—if the zie experiences any of the following
symptoms:








Temperature over 100 degrees (Fahrenheit)
Bleeding is heavier than two pads per hour
Clots being passed are larger than a 50 cent piece
Severe and persistent abdominal pain
Fever, chills, shaking
Feeling faint and/or weak
Discolored or smelly vaginal discharge

Any of these symptoms can point to severe medical complications, and you must seek proper
medical attention as soon as possible for the safety of the client. If you can’t get a hold of the
clinic for whatever reasons, take the client to the nearest Emergency Room.
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Dealing with Pain
Physical pain is a normal and anticipated effect of abortion. But as we’re all aware, everyone
has different reactions to and thresholds for pain. We’ve compiled some strategies for helping
clients cope with physical pain. Only use the strategies with which you and the client are
comfortable, and obviously, if a client is in immense and debilitating pain, contact the clinic or
nearest hospital as soon as possible.

Over-the-Counter Pain Medications. Perhaps the most widely used form of pain management is

over-the-counter medications. These include Tylenol and Advil as well as their generics,
acetaminophen and ibuprofen. As with any medication, however, make sure that you carefully
read the label, and ensure that the client doesn’t have any medical conditions that would
contradict the medication. Follow the dosage recommendations, too. Overdoses are far more
common than people think.

Exercise. Light to moderate exercise has been shown to alleviate pain. If a client is able and

willing, offer to take a brisk walk together. The physical activity will release endorphins into the
client’s system, which can help mitigate cramping and physical discomfort. Plus, the physical
activity will likely distract the client from any pain.

Meditation and Deep Breathing. Meditation and deep breathing have also been found to help

people cope with pain. There are many types of meditation and deep breathing practices, so
it’s best to look for ones that feel most comfortable for you and the client.

Aromatherapy. In alternative medicine, aromatherapy has been long used to treat various

physical, emotional, and spiritual ailments, including pain. Lavender is probably the most often
used essential oil for reducing pain, but other essential oils that have calming and/or relaxing
qualities include chamomile, sage, marjoram, and sandalwood. Share a cup of lavender and
chamomile tea with a client, or burn some sage to sooth a client’s pain. Please do not,
however, directly apply any essential oils to the client’s body without proper training. Essential
oils can cause skin irritation.

Massage and Therapeutic Touch. Most people are familiar with massage as a tool for pain
relief. After all, we all like a nice foot massage after a day on our feet! Of course, massage
and therapeutic touch can be an intensely intimate affair, and as always, don’t engage in any
behavior with which you or the client feel uncomfortable. But if you’re both willing, feel free to
offer a short massage for a client to alleviate any pain! You can always use massage stones or
gadgets if you don’t feel comfortable with hand-to-skin contact.
It’s worth repeating that you should only pursue the above pain management techniques if you
and the client are comfortable with doing so.

For More Information.

At the end of this manual, we’ve included a variety of different
supporting documents on the topics addressed above. They’re mean to supplement and
augment your knowledge about the physical dimensions of abortion, and we strongly
recommend that you review them before taking on your first client.
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Emotional Care
Understanding the Complexity of Abortion

Abortion Myths. There are a lot of myths concerning abortion that float around in our culture.

One of them is that people who have abortions do so out of “convenience.” The belief is that
“irresponsible” people have abortions as an “easy way out,” a way to shirk the responsibility of
parenthood so that they can keep on “living the good life.” Another myth is that people have
abortions without thinking about the moral and ethical dilemmas of abortion. People who
terminate their pregnancies do so “willy-nilly,” with little thought or consideration given to the
decision.
Nothing could be further from the truth.
People have abortions for all sorts of reasons, but not for the reasons our society would have
you believe. According to Lawrence B. Finer and others in “Reasons U.S. Women Have
Abortions: Quantitative and Qualitative Reasons,” the “decision to have an abortion is typically
motivated by diverse, interrelated reasons.” 31 Most people have abortions because they can’t
afford a child at the time of pregnancy, and many others decide to have abortions because they
need to care for existing children, have partner problems, and/or are unready to parent. 32
As a PS volunteer at GRJAN, you’ll find that Finer’s findings are true. Most of our clients have
abortions so that they can finish school and improve their socioeconomic standing as well as
care for the children they’re already raising. In addition, a lot of our clients have abortions
because they’re low-income—they simply can’t afford to care for a child, let alone themselves.
Still others have abortions because they have unsupportive partners or, more often than not,
their partners left them once they became pregnant. A smaller, but still significant, number of
our clients have abortions because of rape and sexual assault.
Another common abortion myth is that abortion is psychologically and/or emotionally damaging
to people. A lot of “pro-life” activists argue that abortion is a trauma, causing people to develop
a form of Post-Traumatic Stress Disorder (PTSD) called Post-Abortion Syndrome (PAS). These
claims caused such a stir that even the American Psychological Association (APA) got involved.
In 2008, the APA created a task force on the topic, entitled The Task Force on Mental Health
and Abortion (TFMHA).
Not surprisingly, or at least to us, the TFMHA found “no evidence sufficient to support the claim
that an observed association between abortion history and mental health was caused by
abortion per se, as opposed to other factors [emphasis added].” 33 These factors include
perceptions of stigma, need for secrecy, and low anticipated social support for the
abortion decision; a prior history of mental health problems; personality factors such as
low self-esteem and use of avoidance and denial coping strategies; and characteristics
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of the particular pregnancy, including the extent to which the woman wanted and felt
committed to it. 34
Several other studies also support the TFMHA’s findings. But more importantly, these studies
emphasize that people didn’t regret their decisions to have abortions. They regretted the lack
of support, silencing, and stigma they experienced as a result of their abortions. 35

Abortion Stigma.

According to Anuradha Kumara, Leila Hessinia, and Ellen M.H. Mitchell,
abortion stigma is a “negative attribute ascribed to women” who have abortions. Because
abortion challenges society’s ideas about womanhood, women who have abortions are marked
as “inferior.” After all, to have an abortion “counters prevailing views of women as perpetual
life givers and asserts women’s moral autonomy in a way that can be deeply threatening.” 36 In
our society, it’s believed that all women desire children, so women who don’t want children
aren’t really women. As a result, women who’ve had abortions are shunned, marginalized, and
silenced. To talk about abortion is to render oneself vulnerable to stigma.
However, it’s important to remember that people experience abortion stigma differently given
their social location. Trans-folks, for example, don’t even factor into conventional narratives
about abortion in the first place. For a trans-man to seek an abortion requires (1) “outing”
himself as trans, which places him at risk for violence, and (2) finding an abortion care provider
who’d even see him. It’s well known amongst LGBT communities that access to reproductive
health-care for trans-people is abysmal in our country, and there have even been trans-people
who’ve died of reproductive cancers because doctors refused to care for them.
Similarly, in recent years, various organizations have started targeting African-American and
Latino(a) people for having abortions. Billboards have popped up in Atlanta proclaiming, “Black
children are an endangered species,” and, “The most dangerous place for a Latino baby is in
the womb.” The purpose of these billboards is to promote the idea that abortion is a form of
racial genocide, thereby dissuading people of color from having abortions and shaming people
of color who’ve already had them. For people of color, then, abortion stigma isn’t just about
challenging what it means to be a “woman,” but it’s also about dealing with the belief that by
having abortions, people of color are “betraying” their people.
For low-income people, too, abortion stigma works differently. Because of the Hyde
Amendment, low-income people are denied federal funding for abortion. This means that
people on Medicaid can’t use their health-care insurance to cover their abortions. They must
pay for their abortions out-of-pocket, adding another huge hurdle to abortion access.
For many of our clients, abortion stigma defines a large part of their abortion experiences.
Because abortion remains a “taboo” topic, many of our clients feel as if they can’t talk about
their experiences with loved ones, and sometimes it’s actually dangerous for them to do so.
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As a PS volunteer, it’s important to remember that there are lots of different reasons people
have abortions and just as many emotional responses to abortion, and they’re all equally valid.
When providing emotional care to a client, always remember how complex the decision to have
an abortion truly is.
Working through Emotional Responses
No matter the person or hir situation, it’s important to always validate hir decision to abortion
and hir feelings concerning the abortion. Emphasize to clients that their decisions are always
valid, and there’sno “right” or “wrong” way to feel before, during, or after the procedure.
Clients may experience a combination of relief, grief, anger, sadness, happiness, and any other
imaginable emotional response. Reassure the client that hir feelings and emotional responses
are “normal,” and zie’s not alone in feeling them. Sometimes, this reassurance is all a client
needs.
Here are some examples of validating statements you can use when working with clients, no
matter what their emotional responses may be:









That sounds similar to things I’ve heard from lots of different people.
You’re not alone in having this kind of experience.
Other people have talked to us about similar feelings to yours.
It’s understandable that you’re feeling this way.
I think what you’re feeling is completely valid.
It’s okay to feel the way you do.
It’s okay to feel many things at once.
There’s no right or wrong way to feel.

Part of validating a client’s experience is letting hir know that hir decision to have abortion is a
brave and courageous one. Given the belief that people have abortions out of convenience,
many of our clients feel “cowardly” for having an abortion, like they’re just “getting rid of the
problem.” We know that this simply isn’t true, so let clients know that! Let the client know that
you believe zie’s strong for having made such a difficult decision by saying things like









I think you’re brave.
From what you’re telling me, I think you’re very strong.
The fact that you had the courage to talk about this tells me that you have a lot
of strength.
It takes a lot of courage to have an abortion.
It sounds like you made the best decision you could given your life right now.
It sounds like you’ve done a great job dealing with a difficult situation.
I see you as a good person.
It sounds to me like you’re a good mother.

Of course, clients will also feel a lot of other emotional responses to their abortions, and it can
be tough to address difficult feelings, such as shame, with clients. Not to worry! Below, you’ll
find a quick chart of the types of responses we’d like you to provide to clients expressing
particular emotional states. We’ve adapted these responses from Exhale’s Pro-Voice Counseling

62

Guide, but remember these are only suggestions. They’re not meant as “universal responses.”
Feel free to improvise and to come up with newer and better responses.
Emotion

Suggested Response

Grief/Loss

Many people feel grief after an abortion. Can you tell me more about
what you’re feeling?
Many people feel grief and loss after an abortion. But it doesn’t mean
you’ll feel this way forever. Many people find that their feelings change
over time.
Sometimes, people find it helpful to do some healing practices after an
abortion to release their grief and honor their sense of loss. Some people
write a letter to the baby/fetus/pregnancy. Others conduct healing
ceremonies. Do you think this would be useful for you?

Isolation/Loneliness

Abortion is a common experience. But since it’s rarely talked about, a lot
of people feel alone afterwards. The truth, though, is that 1 in 3 women
have abortions.
I understand that you don’t feel like you can share your experience with
loved ones. That must be really hard.
I hear that you’re feeling alone right now. I want you to know that there
are places where you can talk freely and openly about your abortion.

Relief

It’s great that you feel relief! It’s an emotion lots of people feel after an
abortion.
It sounds like you spent a lot of time thinking about this decision, and
you made the best one for you. It makes sense you’d feel relief now that
it’s all over.
It’s okay to feel relief. This has been a difficult situation for you, and lots
of people feel relief after their abortions.

Sadness/Depression I’m sorry to hear that you’re sad. Could you tell me more about why you
feel sad?

It’s okay to cry.
Many people feel sad after an abortion, but it doesn’t mean you’ll feel this
way forever. Feelings change over time.
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Would you like to figure out some ways you can help express and move
through your sadness? What types of things have you done in the past
to cope with similar feelings?

Confusion

It’s natural to have lots of mixed emotions after an abortion. It can be a
confusing place to be.
What are some of the things that feel confusing right now? Maybe we
could talk them out piece by piece.
Sometimes people find writing a journal entry is helpful to work through
confusing feelings. Do you think that would help you? If not, what else
might help you?

Guilt

I hear that you’re feeling guilty. Can you tell me more about the reasons
you’re feeling guilty?
You’re definitely not alone. I’ve heard from a lot of other people who felt
guilt after their abortions, too.
It’s okay to feel guilty, but I want you to know that I believe you made
the best decision for you.

Shame

It’s okay to feel this way, but I want you to know that I believe you have
nothing to be ashamed of.
You’re not alone in this. Other people feel shame after an abortion, too.
Many people find that they’re able to work through this feeling.
I don’t think you’re bad/dirty/shameful for having an abortion.

Anger

Do you want to talk about what’s making you angry right now?
I get the sense that you’re angry about your situation. And I don’t blame
you for feeling this way. It sounds like you’ve gone through some really
tough things.

Finding Support
Another way to help care for a client emotionally is to help hir locate other sources of support.
Given the stigma surrounding abortion, you may be the only person a client has told about hir
procedure, beyond the medical personnel involved with the procedure. And it’s great that we’re
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here to provide such an important and vital service! But it’s also important to help clients find
other support systems so that they have people to talk to after we’ve worked with them,
especially those struggling with their decisions.
You can begin the conversation about finding support for the client by openly saying, “I’m
concerned that you don’t have much support for your decision. Would you like to think about
possible support systems for you after your procedure?” If a client declines, then simply stop
the conversation, but if zie is interested, then work with hir to figure out who zie could reach
out to for support.

Brainstorm. Work with the client to figure out if zie has any close friends or family members
who’d be sympathetic to hir situation. Always make sure that any potential allies are safe,
meaning that the client’s personal safety isn’t placed in jeopardy when and if zie reveals hir
abortion.

Offer Suggestions. Help the client think about ways to approach hir abortion with a potential

ally. If the client is willing, set-up some mock conversations so that zie can have practice. For
example, let the client know it’s often best to approach sensitive topics with another person
when both parties are in a safe and controlled environment. It’s also best for the client to set
up the conversation with hir expressions of hope and fear about how they’ll be received (i.e., “I
need to talk to you, but I’m worried about how you’re going to react”).

Provide Resources.

Of course, not all clients will feel comfortable or safe talking about their
abortions with anyone in their social networks. And that’s okay. Always offer any client outside
resources where they can get support after working with us. Exhale and Backline, for instance,
are both free hotlines with trained counselors, who provide compassionate and non-judgmental
post-abortion support. Websites like Our Truths and the 1 in 3 Campaign are also good
resources because they publish people’s experiences of abortion, which can help clients feel less
alone and isolated.
Healing Processes
For many clients, just having someone to talk to about their abortions will be enough to help
them cope with their experiences. For others, the healing process may take much more simply
“talking it out.” For these clients, it might be useful to suggest to them various healing
practices that people have found helpful after an abortion. You can work through these
exercises together, or you can give them to clients so that they can work on them on their own
later on. Of course, these are only suggestions, and you should emphasize to clients that
they’re just that—suggestions. Don’t force any practice upon a client.

Telling the Story. Sharing our stories is a powerful tool for healing. “Psychotherapists find that

when people tell their life stories they often come to value the depth and complexity of
themselves.” 37 Ask the client to share hir entire story with you, or if zie doesn’t feel comfortable
talking about hir story with you, recommend that zie write it down. Have the client start from
the “beginning” of the pregnancy, however zie defines it, and work hir way to the present
37

Candace de Puy and Dana Dovitch, The Healing Choice: Your Guide to Emotional Recovery After an
Abortion (New York: Fireside, 1997), 187.
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moment. Make sure to emphasize that this exercise isn’t about analysis or judgment.
simply a way to get hir story out there.

38

It’s

Building Confidence.

Sometimes, an unexpected or unplanned pregnancy—and subsequent
abortion—can leave us feeling “stupid,” and for some clients, self-confidence may be lost. If a
client seems to be struggling with a loss of confidence, ask hir to list 10 of hir personal
achievements, personal abilities, and positive personal qualities. By gently bringing awareness
back to the client’s achievements, abilities, and positive qualities, you’ll help the client
remember hir personal worth and value. 39

Forgiving. After an unplanned pregnancy and abortion, many people feel a strong sense of

guilt, and sometimes, people need to forgive themselves to move on from their abortions. If
you sense that a client is struggling to forgive hirself, offer hir some forgiveness exercises. One
of the most common forgiveness exercises is to write “a forgiveness letter.” Have the client
write a letter to hirself, providing forgiveness for all of the “reasons” zie became pregnant and
needed an abortion. 40

Making Art. For clients who are more creatively inclined, creating art offers a great tool for

working through difficult experiences and emotions. Of course, we recognize that access to
materials is likely to be limited during your time as a PS volunteer with a client, but you can
always talk with the client about potential creative outlets to release any unwanted emotional
responses to hir abortion. Painting, sculpture, writing, amongst others are all types of creative
endeavors people have found helpful working through their experiences. 41

Creating a Ritual. Nearly all of the post-abortion support source we drew upon for this manual

note that many people find creating rituals after their abortions to be really helpful in their
healing processes. People have made personalized rituals to say good-by to the fetus, to
resolve anger, to reinforce spirituality, to say thanks for the abortion, to apologize to the fetus,
and a host of other different things!
When creating a ritual, the authors of The Healing Choice recommend several elements to set
the stage. Feel free to share these ideas with clients if they seem interested in using rituals to
mark their healing processes.

Finding the Right Space, Time, and Light. A ritual can be performed anywhere,
but most people like to pick places, dates, and times that are meaningfully to
them. For example, some people find marking the anniversary of their abortions
as especially symbolic for holding a ritual. Whatever a client decides, a ritual
should make sense to hir and fit hir needs.

Creating a Special Place. For some people, creating a “special” object to focus

attention upon during the ritual is important, kind of like an “altar” associated
with places of spiritual worship. This can take a lot of different forms, so work
with the client to see what zie envisions for hir ritual.
38
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Incorporating Music, Readings, and Recitations. Music, poetry, and meaningful

writings are often excellent things to bring to a ritual because they’re often much
better at conveying emotions and feelings than we can. Selecting works of
music and poetry that have special meaning usually work best in personal rituals
for healing. 42

Meditating and Praying.

Whatever a client’s particular spiritual and/or religious affiliation,
setting up time for quiet contemplation, like in meditation and prayer, is a powerful tool for
healing. If you’re comfortable doing so, offer to engage meditation or prayer with the client, or
if the client would rather do so alone, give hir some “space” to do so. 43

For More Information. For all of the preceding discussions on providing emotional care to
clients, you’ll find supporting documents at the end of the manual in the Appendix to help
augment your ability to offer emotional care.
Understanding “Risk”
At GRJAN, we don’t believe in isolating abortion from a client’s life experience and history, and
it’s important to remember that some clients may be at greater “risk” for experiencing trouble
with their decisions to terminate unwanted pregnancies. As the authors of A Guide to
Emotional and Spiritual Health after an Abortion note,
Generally, a well thought out decision and good support from those around us before an
abortion improves the chances of emotional health after an abortion. Sometimes that is
not possible. We know from extensive experience and research that some women are
at greater risk than others for problems after an abortion [emphasis in original]. 44
It’s important to note, though, that simply because a client presents “risk” factors doesn’t mean
that zie will find coping with hir abortion difficult. Try not to make assumptions about a client
because of hir previous experiences. We’re offering you this information just so that you’ll be
aware of the research and prepared “in case of” scenarios.
Studies have indicated that individuals who’ve experienced any of the following are at a higher
“risk” for ill health after an abortion.






42

Presence of domestic violence and/or abuse,
History of mental health problems, like depression and anxiety,
Previous trauma or difficult coping due to previous trauma,
Opposition to the abortion from someone close to the client, like a partner or family
member,
Extreme lack of social support,
Termination of an important relationship near the abortions (i.e., partner leaves or
family member dies),
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44
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Conflict with beliefs about an abortion—client may be “pro-life,”
Coercion,
Wanted pregnancy.

If you discover a client has dealt with any of the above “risk” factors, offer support as you
would any other client, but be ready to provide the client with additional resources, like
domestic violence and rape crisis hotlines, if zie is seeking help. Above all else, remember that
you’re not specifically trained to counsel sexual assault survivors, for example. Let the client
know this, and offer hir names and numbers for outside resources. You’ll find a list of
organizations in the Appendix.
If at any time, a client indicates zie seeks to harm hirself or you, contact the appropriate
authorities as soon as possible. We recommend calling 911, alerting the operator about the
situation and any mental health issues the client may have.
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Spiritual Care
Before beginning with a discussion about offering spiritual care to clients, it’s important to
remember that spiritual and religious attitudes about abortion are as diverse as the people who
follow these traditions. The best you can do as a PS volunteer is to help clients clarify their own
spiritual belief systems, reconcile clients’ experiences of abortion with their spiritual belief
systems, and offer alternative narratives about abortion and spirituality that clients might not
have heard.
We recognize that you may come from a radically different spiritual background from our
clients, but we ask that no matter your religious affiliation, provide as much spiritual support as
you can for our clients, always being as compassionate and non-judgmental as you can be.
Clarifying Spiritual Beliefs
Ava Torre-Bueno in Peace after Abortion defines such spiritual distress after an abortion a
“spiritual injury.” 45 A counselor for Planned Parenthood for over a decade, Torre-Bueno
decided upon this terminology because many of hir clients expressed their spiritual distress over
an abortion as a form of spiritual injury. For client, a spiritual injury “is the seemingly unfixable
separation of themselves from what is ‘most essential’ to their sense of self. This can be God,
or it can be a less defined sense of their own goodness.” 46
It’s crucial that you don’t underestimate the power of spirituality in a client’s abortion
experience, especially if you aren’t spiritual or religious yourself. As Candace de Puy and Dana
Dovitch explain in The Healing Choice: Your Guide to Emotional Recovery after an Abortion, the
spiritual pain from an abortion
has the potential to send shock waves reverberating through [hir] inner life: [hir]
self-esteem may be affected; [zie] may worry that [hir] immortal soul is
tarnished; [zie] may fear for [hir] future well-being; [zie] may be riddled with
guilt and shame; [zie] may doubt [hir] ability to maintain [hir] faith; [zie] may
confess [hir] ‘sin’ and become devoutly religious; [zie] may worry for the safety
of [hir] future offspring, whom [zie] fears, God will harm. 47
Clearly, then, spirituality can have a strong impact on a person’s experience of abortion, so no
matter your own spiritual and/or religious background—or lack thereof—please remember the
power spirituality can play in our clients’ lives.
For Torre-Bueno and others, the first step to healing from a spiritual injury from an abortion is
“to get a clear understanding” of how the abortion fits into a person’s larger spiritual and
personal background. 48 As a GRJAN PS volunteer, this means spending time with a client
clarifying hir spiritual beliefs if you notice zie’s experiencing spiritual distress over hir abortion.
The purpose for doing so is twofold. First, you’ll likely not know what a client’s spirituality looks
45
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like or how zie defines hir spiritual tradition. By asking hir about hir spiritual beliefs, you’ll get a
better understanding of how zie understands hir spirituality and, perhaps more importantly,
how zie understands hir abortion in light of hir spiritual belief system. Second, even if you have
a sense of a client’s spiritual tradition—maybe zie’s wearing a cross on hir necklace, which many
Christians wear—you might not be familiar with hir spiritual tradition. Maybe you’re an atheist
or a Buddhist, and you have little experience with Christianity. That’s okay. The important
thing is to talk with the client about how zie understands Christianity, for example, and work
with the client to determine how hir abortion fits into hir Christian world-view.
How do you determine if a client is experiencing spiritual distress? Generally speaking, it’s
pretty obvious. A client who feels comfortable enough with you may start asking spiritually
inclined questions, like “Do you think God is going to punish me for my abortion?” or “Do you
think God is going to take one of my children away from me now?” Clearly, if a client is asking
these types of questions, hir abortion has surfaced some distressing spiritual feelings. It’s
unlikely that a client who doesn’t experience spiritual distress—who feels confident that both zie
and hir higher power are “okay” with the abortion—would ask these types of questions.
Once you’ve determined that a client is suffering from spiritual distress or what Torre-Bueno
calls a “spiritual injury,” enter into a dialogue with the client, asking hir questions about hir
spiritual beliefs and how hir abortion fits in with these beliefs. Some questions to ask include













How do you define your spirituality, or how do you identify religiously?
Were you previously affiliated with a specific religion? How might the ideas from
that religion be affecting your current spiritual beliefs?
How do you view God or your higher power? Do you view him/her/hir as loving and
caring or harsh and judgmental?
How does your spiritual tradition view abortion? Is it considered “murder” or a
“sin”?
What questions challenged your spirituality at the time of your abortion?
What spiritual questions about your abortion are you having?
What were the religious messages you were taught as a child regarding abortion?
Has your choice to end a pregnancy influenced your view of yourself spiritually
and/or religiously?
Do you believe that your spiritual and/or religion and your choice to abort are
compatible?
What beliefs do you hold about God and abortion? Where do you think they came
from?
Do you believe God might punish you personally? In what ways?
Do you worry that He will punish you through harming your offspring? 49

As always, these questions aren’t exhaustive. You might find that some of these questions
aren’t useful, or you’ll develop questions that work better for you. Use these questions simply
as a guide to getting a picture of a client’s spiritual and religious background, thereby getting a
sense of how zie understands both hirself and hir abortion within hir spiritual world-view.
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Reconciling Spirituality and Abortion
Before talking about how to help clients reconcile their spiritual beliefs with their abortions, it’s
important to note that sometimes it’s impossible to reconcile an individual’s spiritual beliefs with
abortion. Some religious traditions are very against abortion with little “wiggle room” for cases
of incest, rape, or even the health of the parent. For these spiritual belief systems, it’s best to
offer alternative narratives about spirituality and abortion, which we explore more fully in the
next subsection.
At the same time, however, it’s crucial that you don’t make assumptions about religious and/or
spiritual belief systems and their understandings of abortion. For example, many people believe
that all Catholics are against abortion because of the Vatican’s—the highest acting authority of
the Roman Catholic Church—explicitly states so. This is not true. In fact, there are many
Catholic groups, most notably Catholics for Choice, who work within the Roman Catholic Church
to change the Church’s official stance on abortion.
With that said, we do believe it’s possible for many people to reconcile their religious worldviews with their abortions—at least for those people who are struggling to do so. This, too, is
important because not all religious and/or spiritual clients will have problems reconciling their
beliefs and their abortions. Many people have little problems integrating their abortion
experiences into their religious understandings.
For those who are struggling with
reconciliation, though, the first thing to do is to determine whether or not zie needs help
reconciling hir religious background with hir abortion. The questions in the previous subsection
will help you get a better sense of this, but it’s also helpful to ask more specific questions,
including:








Are you worried you’ll go to hell because of your abortion?
Are you afraid your abortion will “separate” you from God (or a higher power)?
Are you worried that you’re doing the “wrong thing” and God will punish you for
your abortion?
Are you afraid that God or your baby won’t forgive you?
How do you think your minister or church friends will think of you? Are you worried
about their thoughts of you now?
Are you concerned God won’t forgive you for multiple abortions?
Do you have worries about repentance? 50

Hopefully, these questions will help you to figure out why the client feels hir abortion is at odds
with hir spirituality. For example, if zie believes that zie’ll go to hell because of hir abortion,
you’ll know something more about how zie understands God or a higher power—perhaps zie
views such a higher power as judgmental and/or punishing. Indeed, if zie answers “yes” to
many of these questions, it’s likely that zie’s struggling with issues of forgiveness, atonement,
and repentance—all of which are tell-tale signs zie might be struggling with integrating hir
abortion with hir spirituality. 51
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In such a situation, your role as a PS volunteer is ultimately limited. Spiritual crises are well
beyond the scope of your work as a PS volunteer and the time you have with a client, but there
are some things you can do to aid the client through such a difficult dilemma:

Forgiveness. Help hir learn to forgive hirself. For deeply religious people, this may be difficult,

for it “may go against [hir] firm believe that only an external authority figure—a priest, a rabbi,
a minister or a pastor—can offer [hir] valid forgiveness.” 52 But it’s worth a try. At the very
least, you can express to hir that you believe zie deserves forgiveness. Knowing that some
external figure believes in hir forgiveness can be incredibly comforting to hir. After all, for some
patients, you may be seen as an authority figure since you’re part of a non-profit organization
helping hir with hir abortion.
You can also work with hir through some forgiveness exercises. We discussed them in brief in
the Emotional Care section of this manual, and you can find them in the corresponding
Appendix section. The first exercise involves having the client make a list of all of the things zie
believes zie needs forgiveness for and then writing forgiving statements for all of those things
(i.e., “I forgive myself for not using birth control because I counted the days between my
periods wrong”). 53 The second exercise requires that the client write a forgiveness letter to
hirself. While these exercises may not do much, they’ll at least help the client begin a
conversation about self-forgiveness, thereby encouraging hir to move through hir spiritual crisis.

Healing. Refer clients to various healing ceremonies and rituals developed for people
experiencing loss after an abortion.
practices in the Appendix section.

We’ve included a lengthy explanation of several such

Support. Work with the client to figure out if there are any religious and/or spiritual authorities
to whom zie feels comfortable talking about hir abortion. As Ava Torre-Bueno advises,

If you are a member of a church, temple, mosque or religious group of any kind,
consider talking to someone from your spiritual family about the abortion and
your feelings of spiritual injury. It doesn’t have to be the minister, priest, rabbi,
or nun. It should be whomever you admire and trust most in the congregation.
Choose the person you have found to be most loving, fair and forgiving. Keep in
mind that your minister has probably heard everything there is to know about
human nature from the other members of your church, and may be far more
understanding than you can imagine. 54
Of course, if a client belongs to a notoriously anti-abortion congregation (i.e., the pastor
protests Planned Parenthood every week), then this may be a null suggestion, and you
shouldn’t pressure a client to seek out support when zie’s adamant that support doesn’t exist.
Zie knows hir spiritual life best.

Educate. Not all spiritual and religious traditions are anti-abortion, and in fact, many world
faiths are supportive of abortion, recognizing it as a personal decision between God (or a higher
power) and the pregnant person. If the client’s interested in learning more about different faith
52
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traditions, then feel free to tell hir what you know about faiths that are more open to abortion.
For example, the Presbyterian Church of America is fairly open to abortion, noting in its latest
declaration that
When an individual woman faces the decision whether to terminate a pregnancy,
the issue is intensely personal, and may manifest itself in ways that do not
reflect public rhetoric, or do not fit neatly into medical, legal, or policy guidelines.
Humans are empowered by the spirit prayerfully to make significant moral
choices, including the choice to continue or end a pregnancy. Human choices
should not be made in a moral vacuum, but must be based on Scripture, faith,
and Christian ethics. For any choice, we are accountable to God; however, even
when we err, God offers to forgive us. 55
Similarly, the American Baptist Churches of America—not to be confused with the Southern
Baptist Convention, which is vehemently against abortion—doesn’t outright oppose abortion,
encouraging “women and couples considering the procedure ‘to seek spiritual counsel as they
prayerfully and conscientiously consider their decision.’” 56
By demonstrating that not all religious traditions are against abortion, you’ll show the client that
there’s a lot more “wiggle room” to abortion within faith, offering hir a chance to learn more
about other faith traditions and hir own spirituality.
In the Appendix to this section, we’ve included a reading that briefly highlights how different
religious and spiritual traditions view abortion. Make sure to familiarize yourself with these so
that you’ll be able to let clients know about them. Sometimes, just knowing that something
else is “out there” can be a great relief to those in spiritual crisis over an abortion.
Offering Alterative Narratives
Educating clients about how other spiritual traditions view abortion is one way to offer an
alternative narrative concerning religion and abortion. In the popular imagination, there’s a
strong sense that religion and abortion are opposed to one another. A religious person, for
instance, can’t support abortion, and a pro-abortion activist can’t be religious or spiritual.
However, as you can tell from the previous subsection, this isn’t the case. Many religious
and/or spiritual authorities support abortion, recognizing it as a right, and many pro-abortion
activists are religious and/or spiritual people, seeing the decision to have an abortion as one
between God (or a higher power) and an individual. It’s important to let clients know that
these alternatives exist, even if popular media outlets would have us think otherwise.
But how do you offer alternative narratives to clients? First, if you’re a religious and/or spiritual
person, please share your story with the client. Explain to the client how you reconciled your
faith tradition with your views on or experiences of abortion. For many people, including a few
of our PS volunteers, abortion opens up new spiritual paths. One of our PS volunteers actually
55
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refers to hir abortion as a spiritual turning point in hir life, making hir realize that the world isn’t
as “black and white” as zie once thought and forcing hir to consider other religious and spiritual
traditions that were more open to the world’s complexity. Corrintha Rebecca Bennett puts it
beautifully when she writes, “Making a choice about your pregnancy can be a gift of learning
and growth. It is an invitation for you to develop a larger vision of yourself. It’s a way to
practice compassion and loving kindness toward yourself.” 57 By reframing a client’s abortion as
an opportunity for spiritual growth, you can show hir that abortion isn’t necessarily indicative of
a spiritual “failure,” but a spiritual “opening,” enabling hir to grow further into hir own
spirituality.
Nevertheless, we recognize that you might not be a religious and/or spiritual person, or if you
are, maybe you’ve never had an abortion. That’s okay. It’s fine to say to a client, “I’ve never
been in your situation, but I’ve known others who’ve struggled spiritually with their abortions
and have found their abortions to be moments for spiritual growth and learning.” Never make
up a story about yourself for the sake of the client.
A second way to reframe spirituality and abortion is to present the client with an alternative
view of God or a higher power. Many clients who encounter spiritual difficulties during their
abortions have been taught that a higher power is judgmental, punishing, and severe—God is
all “fire and brimstone.” Having an abortion, then, is a “sin” and will be punished accordingly.
But for many people, such a conceptualization of God is actually a perversion and distortion of
all religious and spiritual traditions. Ava Torre-Bueno poignantly remarks,
The important point here is that you can’t be separated from God, or your own
goodness, or your place in the human family, or whatever else you understand is
essential to your self [because of an abortion]. This is the heart of every
spiritual tradition. Even though this teaching may be perverted and destroyed by
many people who thump their chest and claim to be speaking for God, the core
teaching of all the great religions is that we are inseparable from God, Creation,
the Eternal, whatever creative force we feel is essential to our lives. 58
In other words, having an abortion can’t separate a client from God or a higher power because
we’re always-already a part of such a higher power, and God is always ready to offer love and
forgiveness, no matter the situation.
While this may seem like an insignificant way to confront spiritual crisis in the wake of an
abortion, it’s not. Many people don’t realize that alternative ideas about God or a higher power
exist, and by offering clients these alternative ways of thinking about spirituality, you’re helping
them to explore their own spiritual selves further.

For More Information. Of course, there’s so much more to providing spiritual care to clients

before, during, and after an abortion, and we strongly encourage you to explore the Religious
Coalition for Reproductive Choice (RCRC) and the Catholics for Choice’s webpages for more
information. In the Appendix to this section, we’ve also included several readings from the
RCRC’s page that we feel to be especially pertinent to our work at GRJAN.
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Manual Appendix:
Physical Care Supporting Documents
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Emotional Care Supporting Documents
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Source: Candace de Puy and Dana Dovtich, The Healing Choice:
Your Guide to Emotional Recovery after Abortion (1997)
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